INTERNATIONAL ABSTRACT 
OF SURGERY 


MARCH, 1918 


COLLECTIVE REVIEW 


WAR INJURIES OF THE BLOOD-VESSELS 
By DANIEL N. EISENDRATH, A.B., M.D., F.A.C.S., Carcaco, Intinors 


HE number of wounds of the blood-vessels 
during the present war has been far greater 
than that of all previous wars of which we 

have a record. During the Franco-German war 
of 1870-71 only forty-four aneurisms were re- 
ported on the German side. During the Russo- 
Japanese war eighty-eight were reported, while on 
the Serbian side alone during the Balkan wars of 
1912, Soubbotitch (85) was able to collect 105 
aneurisms. As early as September, 1915, Zahrad- 
nicky tabulated three hundred and forty-eight 
aneurisms reported by the surgeons of the armies 
of the central powers. Since this contribution a 
large number of cases have been reported by 
Makins (60), Bier (9), von Eiselsberg (69), Swan 
(quoted by Cowell, 21), and many others. This 
striking increase in the number of blood-vessel 
injuries is due to the difference in the character 
of the weapons and missiles employed during the 
present and the Balkan wars as compared to 
those used in all previous wars. In the latter 
campaigns the majority of these injuries were 
due to penetrating, e.g., stab wounds. The 
large number of blood-vessel injuries during the 
present war are due to the use of metal-covered 
bullets and of explosive shells and bombs. 
Kuettner (51) believes that the shell fragments 
cut the vessels like a knife and cause external 
bleeding, while aneurisms occur more frequently 
with the steel-jacketed bullets. 


NATURE OF WOUNDS 
Blood-vessel injuries can be best divided into: 
(a) contusion, (b) penetrating injuries, (c) dry 
wounds, (d) arterial or arteriovenous aneurisms. 


(a) Contusions. That a contusion alone of an 
artery or vein does occur can no longer be 
doubted. A localized or diffuse thrombosis may 
take place even when the wall is only contused 
(Makins, 60) and result in gangrene, secondary 
hemorrhage or embolism, the latter being espe- 
cially frequent in localized thrombosis. Throm- 
bosis from contusion is more commonly observed 
in veins than in arteries and less trauma is neces- 
sary to produce it. 

(b) Penetrating injuries. The more or less com- 
plete severing of an artery is more frequent today 
than a perforation involving both sides of the 
lumen. Such a through and through injury 
occurs oftener in veins than in arteries. In the 
latter a frequent form of injury is a lateral punc- 
ture of the vessel wall because wounds produced 
by fragments of shells and bombs (Makins, 60) 
more nearly resemble incised wounds, frequently 
being merely minute punctures. Simultaneous 
occurrence of an injury to a blood-vessel and of a 
fracture is a serious combination because the 
opening in the vessel may be tamponed by the 
bone fragment and hemorrhage occur during 
transport by loosening of the fragment. Similarly 
a thrombosis of the perforation may occur at the 
time of injury and secondary hemorrhage occur 
as the result of the dislodgement of such a plug in 
the vessel wall. Sencert (82) says that in the case 
of a wound of one of the large vessels the life of 
the patient depends upon the extent of the 
cutaneous lesion. If this is large, death occurs as 
a rule; if it is small, the blood may escape into a 
neighboring splanchnic cavity or it may fill the 
surrounding tissues. In a certain number of 
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cases the hemorrhage is insignificant and there is 
spontaneous hemostasis. This is more frequently 
observed in cases of complete section of the vessel 
than in lateral wounds and also in cases where 
the vessel has been subjected to contusions and 
ruptures of its interior coat. He has observed 
twenty cases of injuries of the axillary, femoral 
and popliteal vessels arriving at the ambulance 
in which there was already spontaneous hemo- 
stasis. 

(3) Dry wounds of vessels. Some very important 
reports of so-called “dry wounds” of vessels have 
recently appeared in the French literature. 
Fiolle (28) says that these “dry wounds” occur 
oftener than is generally supposed. He has 
observed seventeen in six weeks. The brachial 
artery is most often involved, and the projectile, 
always a piece of shell, pushes or drags the vessel 
rather than cuts it so that it ruptures when it 
exceeds the limits of elasticity. It is possible 
that the heat of the projectile is an important 
factor in causing spontaneous hemostasis. Com- 
plete section of an artery occurs in these “dry” 
cases more often than lateral wounds. The piece 
of projectile may act as a tampon and stop 
hemorrhage or the end of the vessel be closed by a 
thrombotic plug. Sometimes a “dry” wound is 
found with no mechanism to explain it. Such 
“dry” wounds are a frequent source of secondary 
hemorrhage. 

In a more recent paper Perrenot (73) reports 
four cases in all of which a clot strong enough to 
prevent the escape of blood from the completely 
severed vessel was found. He believes that these 
“dry’’ wounds occur oftener when the projectile 
is a piece of shell than a bullet. The latter makes 
a clean wound with considerable hemorrhage and 
the development of a hematoma, while shell 
injuries give rise to contused wounds in which a 
large injured vessel may be incorporated in the 
lacerated tissue, and even if the vessel be com- 
pletely divided, its coats are strongly com- 
pressed against each other by one of the surfaces 
of the projectile. 

The frequent occurrence of these “dry”’ wounds 
without immediate hemorrhage but tardy bleed- 
ing, e.g., eight days in a case of Planson’s, shows 
the necessity of a thorough systematic explora- 
tion of the vessels of the region when the site and 
direction of the wound excite suspicion as to the 
nature of the lesion. Hours or weeks may elapse 
between the time of injury and the hemorrhage. 
I shall refer to the symptoms of these “dry” 
wounds in the section on Diagnosis. 

(d) Arterial and arteriovenous aneurisms. Arte- 
rial aneurisms may follow contusions of the vessel 


INTERNATIONAL ABSTRACT OF SURGERY 


wall as well as penetrating wounds. The first 
effect of a contusion is to cause the wall to become 
thinner; then a thrombus forms. The seat of 
injury gradually yields and an aneurismal sac 
forms. 

In general the term aneurism should only be 
applied when there is a well-formed sac, and not 
applied to the first stage in which only an arterial 
hematoma is found. The evolution of an arterial 
aneurism is usually as follows: At the time of 
injury there is a considerable primary spurt of 
blood but this ceases spontaneously, except in 
the case of the largest vessels of the trunk. Aside 
from this external hemorrhage the most common 
sequel of an arterial wound is the formation of a 
haematoma whose size depends upon the resist- 
ance of the tissues. If the clot becomes firm there 
may be danger of gangrene from pressure on the 
collateral vessels (Makins, 60). The hematoma 
usually becomes encapsulated within two to three 
weeks by a sac formed from the connective tissue 
of the immediately adjacent structures. This sac 
is lined by endothelium and the ragged edges of 
the wound in the arterial wall become smooth 
(Fig. 1). 

Graf (31) found that only a minority of his 
forty-three cases encapsulated to form aneurisms. 
The majority began to bleed from the second 
week on. The opinion of Graf is not shared by 
any other writer, the majority believing that if 
the patient does not die from the primary hemor- 
rhage, an aneurism will form or gangrene occur 
(Exner, 27). 

- Arteriovenous aneurisms, it may be concluded 
from a study of the statistics of various writers, 
have been found more frequently than those of 
the pure arterial type, especially in the larger 
vessels. Bier (9) in one hundred and two war 
aneurisms found that forty-five were arterial and 
fifty-six of the arteriovenous variety. In one case 
a single bullet had caused three aneurisms, one 
of the subclavian and the innominate arteries 
respectively, and an arteriovenous of the sub- 
clavian artery and vein. Makins (60) has ob- 
served a similar case. Swan (quoted in Cowell, 
21) found that in one hundred and forty-six 
recently published cases, one hundred and six 
were arterial aneurisms and forty of the arterio- 
venous variety. In the larger vessels the propor- 
tion of arteriovenous to arterial aneurisms is 
greater than in the smaller vessels. Makins (60) 
has found that arteriovenous aneurisms occur far 
less frequently than the pure arterial variety. 

There are four chief forms of arteriovenous 
aneurisms (Fig. 2), viz.: (a) There may be a 
pure perforation of the artery and vein, which 
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is rare, the sac being either on the distal side 
of the artery or between the two vessels. (b) 
Complete division of both artery and vein may 
occur with the formation of a common cavity 
into which the four vessels open. This retains 
the form of a hematoma for some time, ex- 
tends rapidly, and gangrene or secondary hem- 
orrhage are not uncommon. Such cases are not 
numerous, and generally demand early surgical 
treatment, either on account of rapid extension, 
or the occurrence of one of the complications in- 
dicated. (c) In the great majority of cases the 
wound in the artery is lateral in character, asso- 
ciated either with a lateral wound, a double per- 
foration, or a complete division of the vein. 
(d) The sac may sometimes depend mainly on 
the venous injury, the vein being widely opened 
or completely divided, while only a small opening 
persists in the artery. In such cases the wall of 
the sac is thin and ill developed. 

The occurrence of a pure aneurismal varix, 
i.e., a direct lateral anastomosis, usually follows 
the passage of a missile between the artery and 
vein. Cases of varicose aneurism where a sac 
forms between the artery and vein are more com- 
mon than those of direct anastomosis of the two 
vessels, i.e., aneurismal varix. The close proxim- 
ity of the popliteal vessels, of the femoral vessels 
and to a less extent in the groin, and of the vessels 
in the carotid sheath account for the greater fre- 
quency of aneurismal varices (Fig. 3) in these 
regions than elsewhere, according to Matas 
(Keen’s Surgery, Vol. V). ; 

The sac of a varicose aneurism scarcely ever 
contains a clot, because the circulation is too 
active to permit of the formation of a clot. The 
interior of the sac, like that of an arterial aneu- 
rism, is lined by a smooth layer of endothelium 
which has formed by proliferation from the in- 
terior of both vessels. 

The distant and remote effects of arteriovenous 
anastomosis will be marked in proportion with 
the importance of the vessels involved. It is 
important to bear in mind, however, that the 
aneurismal varices of the neck and upper ex- 
tremities are especially well tolerated; they give 
rise to comparatively little subjective disturb- 
ance, except the noises, which sometimes are 
heard by the patients themselves. In the lower 
extremities the effects of the oversupply of blood 
and damming back of the venous circulation are 
more pronounced. 


COMPLICATIONS OF VESSEL INJURIES 


Makins (60) found that the most common of 
these are symptoms dependent on the pressure 


of the effused blood and clot on neighboring 
structures, the development of peripheral gan- 
grene, the occurrence of secondary hemorrhage, 
the detachment of emboli from the thrombus, and 
very rarely the sequence of inflammation from 
secondary infection. These complications occur, 
usually, comparatively early, before a definite 
false aneurism has formed. 

Secondary hemorrhage may occur after two or 
three days, or later, after about ten days. The 
earlier variety is the less important. The latter 
form of secondary hemorrhage is vastly more 
dangerous. It may show itself in two forms, 
either a rapid extension of the swelling in the 


limb, or as an external hemorrhage. It is rare, 


for this form of hemorrhage to depend on septic 
infection of the aneurism itself. It rather appears 
to depend on a defective effort at localization 
which allows some part of the limiting boundary 
of the clot to give way, often as a result of infec- 
tion of the surrounding tissues, or as a result of a 
rise in the general blood-pressure accompanying 
increased activity, and perhaps from free move- 
ment of the limb on the part of the patient. 

Schloessman (79) is of the same opinion as 
Makins (60) and thinks that all late hemorrhages 
are due either: (a) to erosions of vessels, or (b) to 
primary vessel injury. The former (erosions) 
may be due: (a) toa fragment of a fracture which 
has tamponed the vessel and become displaced; 
and (b) to infection, especially after shrapnel in- 
juries; then it is venous in origin. 

Secondary hemorrhage, especially in the “dry 
wounds” referred to previously, may be due to 
the detachment of the clot plugging the end of the 
vessel, or again hemorrhage may occur from the 
elimination of a necrosed piece of tissue which 
opens a contused vessel. Gregoire (33) urges for 
this reason that no patient with a vascular wound 
should be discharged without a proper operation. 


EFFECTS OF BLOOD-VESSEL INJURIES 
This question has been especially studied by 
Makins (60). He found the heart excited and 
apparently enlarged after wounds of the vessels, 
this being more marked when there was an 
arteriovenous communication than after a simple 
arterial wound. Quite pronounced cardiac mur- 
murs are present for a short time but gradually 
disappear. They are due to the transmission of 
the aneurismal bruit to the heart and are most 
frequently observed in carotid and femoral 

aneurisms, but never in those of the arm. 
In arteriovenous aneurisms there is always 
dilatation of the superficial veins resulting in 
varicose enlargements and ulcers. Pain may be 
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a very marked symptom if adjacent nerve-trunks 
are compressed or are later included in the 
cicatrices following absorption of the hematoma. 

Gangrene may result from pressure upon the 
collateral circulation of the artery involved 
(Makins, 60). 

It is evident that the greater the deviation of 
the blood-stream, the more marked will be the ef- 
fects of venous obstruction and arterial ischemia. 
These local effects are manifested as varices and 
cedema, followed by thickening and connective- 
tissue hyperplasia. Sometimes an elephantiasic 
condition develops as the result of persistent 
venous and lymphatic stasis. Dusky discoloration 
or cyanotic hue in the legs has occasionally been 
noticed. 

SYMPTOMS AND DIAGNOSIS 

1. Signs of arterial aneurisms. All observers 
agree that the murmur is louder and harsher in 
traumatic aneurisms than in those due to disease 
of the vessel wall. The murmur is heard more 
widely in a distal than in a central direction in 
arterial aneurisms, while in the arteriovenous 
variety the murmurs are conducted in both 
directions, i.e., toward the heart as well as 
distally. The systolic murmur in an arterial 
aneurism varies greatly in intensity, depth of tone 
and musical character, according to Makins (60). 
It is loudest where the artery and sac communi- 
cate; as the opening in the vessel wall becomes 
smoother and the aneurismal sac more perfectly 
formed, the murmur becomes softer and deeper. 
During the early stages of the formation of an 
arterial aneurism, i.e., during the hematoma 
stage, the pulse in the limb is rapid and weak and 
may be obliterated owing to pressure of the clot 
on the vessel. Makins (60) strongly emphasizes 
the importance of auscultation as a means of 
determining the existence of a patent opening in 
the wall of an artery since it is the only method 
of making a positive diagnosis in some cases, 
e.g., where no pulsation is to be detected in a 
swollen thigh or calf. The expansile character of 
the pulsation is never as marked in a traumatic 
as in an aneurism due to disease. 

2. Signs of arteriovenous aneurisms: (a) Bruit. 
This may be short or harsh or even slamming like 
the whirr or buzz of machinery. The loud systolic 
murmur is conducted widely, usually peripherally, 
and to a much less extent centrally. The diastolic 
roar is conducted in either direction, but as might 
be expected, more freely in a central direction in 
the vein. In some instances the murmur may be 
conducted by the whole mass of the tissues of the 
limb, and be audible wherever the stethoscope is 
placed upon the surface. The height of the pitch 
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of the murmur is a valuable guide to the exact 
site of the arteriovenous communication. It is 
highest and loudest immediately over this spot, 
the tones gradually softening and deepening in 
either the upward or downward direction as 
the stethoscope is moved along the lengthening 
column of blood in the course of the vessels. 

(b) Thrill. This is not a valuable localizing 
sign and is in no way comparable to the pitch of 
the murmur as indicating the actual point of 
communication of the artery and vein. It is 
intensified with each cardiac systole. When the 
murmur and thrill are present together the diag- 
nosis is unmistakable. When an arteriovenous 
aneurism exists in the subclavian, the murmur 
and thrill will be heard in all of the superficial 
veins of the neck and arm down to the hand. In 
the femoral region the thrill will be transmitted 
to the ankle below and umbilicus above. The 
combination of a purring thrill, continuous buzz- 
ing murmur reinforced at each systole, wide 
centrifugal transmission of the murmur and pulsa- 
tion, and evidences of stagnation of the super- 
ficial veins clinches the diagnosis of arteriovenous 
aneurism, according to Matas (Keen’s Surgery, 
Vol. V). 

The differential diagnosis between aneurismal 
varix and varicose aneurism can only be made 
clinically when the vessels are situated super- 
ficially. Aneurismal varix is characterized by the 
presence of a vaguely outlined hemispherical 
swelling, which may be felt through the skin or 
the cicatrix, and rarely exceeds a walnut in size. 
It can be made to disappear by gentle steady 
pressure. It may also be made to disappear by 
compression of the main artery on the proximal 
side, the swelling reappearing after the removal 
of the compression. Compression below, on the 
artery or vein, will increase its size and intensify 
all the aneurismal signs. If the point where the 
thrill and murmur are heard with the greatest 
intensity is compressed directly, all the physical 
phenomena will cease at once (Vanzetti’s sign). 

In varicose aneurisms the tumor formed by the 
intermediary sac is larger; it cannot be altogether 
reduced, either by direct compression or by com- 
pression on the proximal side of the artery. 
Vanzetti’s sign cannot be obtained as readily as 
in varicose aneurism. 

From arterial aneurisms the differential diag- 
nosis is made by the purring thrill and the con- 
tinuous “machinery” bruit, which is reinforced 
by every systolic contraction and is propagated 
centrifugally and centripetally along the veins. 
In addition to the absence of all these accessory 
signs, the murmurs heard in arterial aneurisms 
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Arterial Aneurism 
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Fig. 1. Stages in the evolution of an arterial hematoma 
following gunshot wound of an artery, or of both vein and 
artery, to form a traumatic aneurism. 

(a) A large hematoma lateral to the vessel communi- 
cates with lumen through a wound in wall of artery. Note 
ragged character of arterial wound in early stage. 

(b) Aneurism fully formed. Note smooth character of 
interior of sac and the rounding off of the edges of wound in 
artery. 


are intermittent and heard only during the cardiac 
systole. 

Differentiation of arterial and arteriovenous 
aneurism is based upon the absence in the former 
of disturbances in the venous circulation, lack of 
pulsations in the veins, absence of thrill and loud 
purring and of vibratory murmurs transmitted 
laterally along proximal and distal veins. 

(c) Signs ‘of “dry” wounds. Both Fiolle (28) 
and Perrenot (73) agree that the signs are quite 
deceptive. The principal ones are absence of the 
pulse distal to the point of injury, radioscopic 
evidence of the projectile, and the location of the 
injury. The latter should always arouse sus- 
picion if it is in the path of the vessels of the 
region involved. When such a “dry” wound is 
diagnosed or even considered, the orifice of entry 
should be ignored and the usual incision for ex- 
posure of the vessels made. One must remember 
that absence of the pulse may also occur in con- 
tusion with thrombosis of the vessel. The most 
reliable method of diagnosis in these “dry” 
wounds is an exploratory incision. 


HOW TO TEST THE COLLATERAL CIRCULATION OF A 
LIMB 

The Moszkowicz (64) test has been depended 

on by some observers (43) in order to determine 

whether gangrene can be avoided after opera- 
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Fig. 2. Types of arterial wounds (Makins). 
‘ (a) oun wound of femoral artery close to a lateral 
ranch. 


(b) Complete division of both artery and vein. Note 
thrombosis of both vessels. 

(c) Unusually long lateral wound of axillary artery. 
Note the branch arising immediately opposite the center 
of the wound. 

(d) A three-fifths division of the femoral artery. This 
form is frequent and amounts practically to a three-fifths 
division of the femoral artery but spontaneous thrombosis 
is aed to occur than when vessel is completely 
severed. 


tions for aneurisms. By raising the extremity 
while the main artery is compressed and then 
lowering the limb again, one can observe a marked 
hyperemia of the skin below the point of com- 
pression which lasts for several minutes. This 
gives one a fair test of the degree of collateral 
circulation. It is more reliable in arterial than 
in arteriovenous aneurisms because in the latter 
there is already existing venous hyperemia. 
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Artery 


Fig. 3. Wounded popliteal artery and vein, followed by 
gangrene of the leg (Makins). 

The wound in the artery involves nearly half its caliber 
and gaps widely, resembling a hole in a flute; the margins of 
the opening are comparatively smooth. A characteristic 
traversing perforation of the vein is shown, the shape 
of the openings being irregularly circular, and less sym- 
metrical than similar wounds produced in the artery. The 
extravasated blood from these wounds had clotted firmly 
en masse; no murmur was audible in the swelling formed 
by the clot. Gangrene of the leg and foot was definite on 
the fourth day. 


PROGNOSIS 


This depends on the character of the injury, 
i.e, whether purely arterial or arteriovenous. 
If the patient survives the primary loss of blood, 
i.e., with excess of an external hemorrhage, the 
outlook becomes more and more favorable from 
week to week provided that secondary hemor- 
rhage does not occur from mechanical dislodg- 
ment of the thrombotic clot or as the result of 
infection. The danger of gangrene from com- 
pression of the collateral circulation by the 
hematoma has already been referred to. Two 
factors make the establishment of collateral cir- 
culation difficult: (a) the pressure of a hematoma 
on the soft parts and the collaterals therein, and 
(b) infection which increases the tension and 


favors thrombosis of the collaterals. Both of 
these according to Exner (27) favor gangrene. 

A factor in the prognosis which must not be 
overlooked is the frequency with which cases of 
blood-vessel injuries in the early stages com- 
plicated by infection are erroneously treated for 
the latter and the underlying vessel injury ignored 
until it is too late to save life, the patients often 
dying in the night by bleeding into their dressings 
during sleep. 

The prognosis in aneurismal varices is much 
better than in varicose aneurisms (Fig. 4). The 
former tend to remain stationary, but with the 
latter, spontaneous cure is practically unlikely 
because spontaneous coagulation of the sac con- 
tents cannot occur owing to the great activity of 
intra-aneurismal circulation. In the lower ex- 
tremity where the evils of venous stasis com- 
bined with arterial ischemia are much more 
severely felt than in the upper extremity, inter- 
ference is justified (Matas) before the evil effects 
of the varicose state have been fully established. 
Exner (27) from his experience in the Balkan wars 
believes that varicose aneurisms have a tendency 
to develop further and may rupture, causing 
death. Those of the neck are more serious than 
in the femoral region. 


TREATMENT 
This is to be considered under the following 
headings: 
‘x. Circular or lateral suture at the time of 
injury. 
2. Ligation of vessels immediately after in- 
jury. 


3. Treatment of fully formed aneurisms. 

1. Circular or lateral suture (immediate). The 
conditions under which the injuries have been 
received during the present war are most un- 
favorable to immediate suture or circular resec- 
tion and suture of the torn vessels. This would 
be the ideal method of treatment, but can rarely 
be employed because the facilities for operating 
such cases are not to be secured at the advanced 
dressing posts and by the time that the patient 
reaches the casualty clearing station the external 
hemorrhage has usually been spontaneously 
arrested. The majority of surgeons on both sides 
believe that patients with blood-vessel injuries 
should be transported as little as possible until 
the period when an aneurism has been formed, 
ie., after three to five weeks, and then should be 
transferred to the base hospitals for operation. 
I have been unable to find any reports of success- 
ful sutures performed immediately after the 
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injury; except the five successful cases of Jeger 
(Berl. klin. Wchnschr., 1914, li, 1907). 

2. Ligations above and below injury (immediate). 
There is still considerable difference of opinion in 
regard to the question of immediate ligation. 
Makins (60) believes that it is often followed by a 
lack of compensation on the part of the collateral 
circulation and also that such operations must 
be performed at a time when the patient is suffer- 
ing from a loss of blood. This is especially to be 
considered in the case of ligation of the common 
carotid artery, which is followed by cerebral 
softening to a degree quite unapproached by the 
after-results of operations for aneurisms of 
lengthy duration. Makins believes that an 
arterial hematoma should be treated by rest and 
an expectant attitude. Ligature of the artery at 
an early date is objectionable if it can be avoided. 
Not only has the collateral circulation not 
acquired sufficient compensatory enlargement, 
but the conditions for the proper fulfillment of 
this process may be seriously interfered with, 
either by pressure from the blood clot around the 
wound in the vessel, or still more seriously by 
concurrent wounds or laceration from tearing 
of some of the collateral branches themselves. As 
a result of these conditions, under the best of 
circumstances the general nutrition of the limbs 
suffers permanent injury, and actual gangrene is 
not infrequently the result. Beyond this, if 
wounded collaterals lie in the wall of the cavity of 
the hematoma, they may not bleed at the time 
of ligature of the main trunk, and hence are a not 
infrequent source of secondary hemorrhage. The 
large majority of the hematomata eventually 
become false aneurisms. There should be no 
material difference in the early treatment of 
arteriovenous aneurisms. 

Exner (27) from the experiences of the Balkan 
wars agrees with Makins (60) that it is best to 
wait until the aneurism stage because if the 
nutrition of the limb is good and there is no 
secondary bleeding, a sterile case is best left 
alone; early ligation does not allow the collateral 
circulation to form and also one cannot secure 
aseptic conditions for either ligature or suture at 
advanced stations. Exner employed suspension, 
mild compression and fixation, and was able to 
successfully guide and operate twelve out of 
twenty-four cases into the aneurism stage; the 
rest either required amputation or died. 

Sencert (82) advises far more radical early 
treatment than Makins or Exner and advises 
operating for diffuse haematoma at once in order 
to remove the danger of ischemic or infectious 
gangrene, even if the external wound is quite 
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Fig. 4. Diagrams of arteriovenous aneurisms (Matas). 

(a) Direct communication of the artery (art) and vein 
(ve); aneurismal varix. 

(b) Intermediary sac between the artery (art) and 
vein (ve); varicose aneurism. 


minute. He passes a heavy catgut ligature around 
the artery above the hematoma and depends 
upon traction of this ligature to stop the hemor- 
rhage while the hematoma is evacuated and the 
vascular lesion when uncovered is ligated. 
Sencert has operated upon forty-two hema- 
tomata. Of those involving dangerous arteries, 
five cases of hematoma of the axillary region 
gave one death and two cases of gangrene; nine 
cases of hematoma of the thigh gave two deaths 


and two cases of gangrene; five cases of hematoma. 
-of the popliteal region gave two cases of gangrene. 


Simultaneous ligature of the vein does not in- 
crease the danger of gangrene. 

Cowell (21) agrees with Sencert in regard to 
simultaneous ligation of the main artery and vein 
of a limb, and reports seven cases which show the 
beneficial results of such treatment, viz., of 
ligating the main vein where the corresponding 
artery is injured beyond repair; only one of the 
seven required amputation. 

Makins (Brit. M. J., February 17, 1917) be- 
lieves such simultaneous ligation is of benefit 
whether the vein is injured or not, because: (a) 
the vein offers a too ready exit for the diminished 
arterial supply, and (b) permits a smaller amount 
in the collateral circulation to be retained in the 
limb for a longer time. 

Swan in discussing Cowell’s paper (21) advo- 
cated expectant treatment for some weeks for 
blood-vessel injury unless a rapid increase in the 
swelling or increasing pain from pressure upon 
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Fig. 5. Intrasaccular suture of the orifice of communica- 
tion between the aneurismal sac and the injured artery. 
This is the restorative endo-aneurismorrhaphy of Matas. 
(Illustration taken from Matas’ article in Vol. 2, Keen’s 
Surgery.) 


the nerves should compel one to operate earlier. 
Swan’s statements seem most logical when he 
says that if an arterial hematoma is opened it 
may be very difficult to pick up the injured vessel, 
whereas a proximal ligature at the point of elec- 
tion is to be avoided because the collateral cir- 
culation has not had time to establish itself. The 
hemorrhage may be from a main branch and not 


from the main trunk and ligation of the latter — 


may be followed by gangrene. 

The advice not to ligate early after an injury 
is also endorsed by von Bonin (15), Hotz (43), 
Matas, and many others. 

Hotz observed hemiplegia in five of six liga- 
tions of the common carotid and gangrene in 
four of six femoral, axillary and popliteal ligations. 

Gebele (30) believes that immediate ligation is 
indicated for smaller vessels where the interrup- 
tion to the circulation is not endangered. The 
only other surgeons who endorse the opinion of 
Sencert for immediate ligation are Barbarin and 
Lerat (5) and Donati (24). The former reports 
twenty-three cases, of whom twenty-two recov- 
ered after ligation performed within three hours 
after receipt of the injury, but of this number 
three required amputation, one on account of the 
bone and joint injuries, one on account of gan- 
grene, and one for gas bacillus infection. Donati 
(24) also advises immediate operation if a vas- 
cular lesion is diagnosed. 

3. Treatment of fully formed aneurisms (arterial 
and arteriovenous). As in the case of the question 
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of the immediate treatment of vascular injuries, 
there is still considerable difference of opinion as 
to a uniform method of treating a fully developed 
aneurism. This diversity is largely a matter of 
individual experience and there will probably 
always be a number of procedures, all leading to 
an equally good end-result. 

The methods employed by practically every 
surgeon in the treatment of traumatic aneurisms 
during the Balkan and the present war are one of 
the following: 

1. Ligation above and below the sac. 

2. Intrasaccular ligation of the orifice of com- 
munication of the injured artery with the sac. 

3. Suture of the orifice of communication of 
the injured artery with the sac (Matas endo- 
aneurismorrhaphy). 

The general tendency today is to disturb the 
peri-aneurismal tissues as little as possible, i.e., 
to do all operative work within the sac. Prophy- 
lactic hemostasis is usually necessary and is se- 
cured through the application of an elastic con- 
strictor. It is not necessary to freshen the edges 
of the orifice in the sac before suturing or ligating 
it. The method of intrasaccular ligature was first 
suggested by Annandale and modified by Kikuzi 
during the Russo-Japanese war. It consists in 
opening the sac, removing all clots, passing a 
probe into the main artery, and with the aid of an 
incision on each side of the orifice of communica- 
tion, to pass a catgut ligature around the orifice 
in the sac. 

The Matas operation aims to close the opening 
in the sac after removal of the clots by a con- 
tinuous catgut suture (Fig. 5). 

In the following quotations from the current 
literature of war aneurisms the two methods just. 
described will be referred to as the intrasaccular 
ligation method and the suture method respec- 
tively. Both operations aim to disturb the col- 
laterals as little as possible. 

Makins (60) believes that an expectant attitude 
should be the method of choice for some weeks. 
If during this time steady decrease in size and 
increase in the firmness and solidity take place, 
a much longer period should be allowed to elapse, 
in the hope that spontaneous consolidation of the 
sac, with persistence of the lumen of the artery, 
will supervene. Such an occurrence is not very 
rare, and the result is far superior to any obtain- 
able by ligature or excision, and probably in no 
way inferior to that to be attained by successful 
suture of the opening in the arterial wall. Again, 
the later the date, within reason, at which the 
operation is undertaken, the better are the pros- 
pects of finding the vessel sufficiently free in the 
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vascular cleft to allow a fair trial of the operation 
of suture. 

There is no material difference in the early 
treatment of arteriovenous aneurism; it needs 
only to be borne in mind that spontaneous cure 
is not likely to occur. A local operation, with 
ligature of both vessels above and below the 
communication, or some form of suture, is the 
proper treatment for the condition. Aneurismal 
varices never need early treatment, and it is 
rare that an operation is required at a later date. 
The communication may close spontaneously, 
even after a long interval. Operation is needed 
most often in the lower limb, and should be of 
the same character as that recommended for 
arteriovenous aneurisms. 

Exner’s results (27) in the Balkan wars are of 
interest in connection with the expectant method 
of treatment. Of twenty-four cases, twelve were 
so treated until they reached the aneurism stage 
and all recovered. The remaining twelve either 
required amputation or died. 

Soubbotitch (84) is a warm advocate of the 
Matas suture method. Schwieker (80) and Pear- 
son (71) on the other hand both hold that suture 
is impossible in the majority of cases and that 
intrasaccular ligation is the most suitable method: 
(x) if the artery is small, unimportant, or difficult 
of access; (2) if there is infection in the scar; 
(3) if the extent of the injury is such that suturing 
or end-to-end anastomosis is impracticable, or 
very difficult; (4) if the adjacent walls of the 
artery are injured or diseased, in which cases 
thrombosis or hemorrhage will probably follow 
an attempt at suturing; (5) if the patient’s condi- 
tion is such that any prolongation of operation or 
anesthesia is undesirable. 

The best time to operate is when the surface 
wounds are healed, in two to four weeks; but one 
must intervene earlier if there are signs of infec- 
tion in the sac, hemorrhage, rapid increase in the 
size of the aneurism, severe persistent pain or 
signs of pressure on adjacent structures. Silk is 
used unless infection is present, then Pearson 
employs catgut. Many cases of arteriovenous 
aneurism require no treatment. Aneurismal 
varix requires (a) division of the connection be- 
tween the artery and vein and then a suture of the 
opening in each; (b) ligation of the artery above 
and below the anastomotic opening and ligation 
of the intervening branch. Varicose aneurism 
should be dealt with where possible by the intra- 
saccular route, opening and clearing the sac and 
dealing with wounds in the vessels as required. 
Ligation of an important vein and artery at the 
same time should be avoided; if one must be 


sacrificed it should be the artery rather than the 
vein, except in the case of the internal carotid 
artery and internal jugular vein. 

Cowell (21) and Makins (60) have shown that 
such a simultaneous ligation of the main artery 
and vein of an extremity, at least, is not followed 
by gangrene. 

Von Haberer (36) had seventy-two operative 
cases; five died, sixty-seven recovered, but two 
required later amputation. The ideal method 
is suture, circular rather than lateral because the 
latter narrows the lumen too much and there is 
greater danger of thrombosis. Suture is not in- 
dicated in very small arteries where ligature 
assures a collateral circulation. He thinks that 
there will always be cases in the large arteries 
where ligature must be done, e.g., where large 
lateral defects or severe infection are present. If 
ligature is necessary it must be made within the 
sac or close to it, taking the utmost care of the 
collaterals. The best time for operation is from 
two to three weeks after injury unless hemorrhage 
or severe infection intervene. The strength of a 
vascular suture is very great and enables the 
soldier to return to heavy work much earlier than 
ligature. Paralysis of nerves is a frequent occur- 
rence, due to pressure of the aneurism. 

Bier (9) in reporting one hundred and two war 
aneurisms at the Brussels meeting in 1916 also 
warmly recommended the suture method. This 
was done in seventy-four cases. In arterial aneu- 
risms lateral suture is easy, the sac being opened, 
clots removed, the orifice freed and sutured. 
Operation in arteriovenous aneurisms is more 
difficult. In thirty-six cases it was necessary to 
resect and make a circular suture. In all cases 
the arterial stumps can be united directly by 
suture because the opening in the artery is very 
small. The artery runs along the lateral aspect 
of the sac and can be easily dissected out, even 


if cicatrices are thick. Even the veins can be — 


freed. It is a cardinal rule that even if the arterial 
wall is thickened by cicatricial tissue, it is not 
necessary to go beyond the opening in the artery 
because the adventitia is chiefly involved in the 
scar tissue. Circular suture is possible even in 
large arteries. The difficulty of aneurism opera- 
tions is not in suture per se but in the anatomical 
dissections of the same. He has only tried cir- 
cular suture once in veins; in the other cases the 
openings in the veins were closed in a longitudinal 
manner. Where large veins ran through infected 
sacs they were doubly ligated to prevent 
pyemia. He advises against suturing the 
artery if infection be present. Even apparent- 
ly aseptic sacs may be infected; this is the only 
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danger of suture. One should never ligate if one 
can suture. 

Zahradnicky (94) collected 425 cases of war 
aneurisms operated upon by forty-five surgeons in 
the Balkan and present war. Gangrene developed 
in 28, or 11.5 per cent, of 242 ligations and neces- 
sitated amputation. In 182 sutures. gangrene 
made amputation necessary in 7, or 3.7 per cent. 
The mortality by the two methods was about the 
same, viz., 7.4 and 7.1 per cent. Ligation was 
followed by gangrene three times as often as 
after suture of the vessels. Suture would give 
even better results if an early operation were done 
before adhesions had formed and when there was 
not so great tendency to thrombosis. 

Von Eiselsberg in the discussion of Oser’s paper 
(69) reported sixty-five cases of which he had 
done lateral or circular suture in twenty. Five 
of the sixty-five died. He believes suture the ideal 
method. During the Balkan war the consensus 
of opinion was ligation and extirpation of drain- 
age of the sac, but in the present war, suture is 
considered preferable. 

Swan (in Cowell’s discussion, 21) said he had 
been unable to suture most of his twenty-three 
cases. He thinks one should aim to reconstruct 
the lumen of the injured vessel by suture, and 
when this is not feasible, ligate above and below 
the injury, empty and obliterate the sac by suture. 
By opening the sac one is sure that no branch 
leads into it which would keep up the aneurism. 
Operation is seldom needed in direct fistula 
between artery and vein, but only when they 
communicate through a sac. If immediate suture 
is impracticable, then he ligates the artery and 
vein above and below the sac. 

Von Bonin (15) reported seventeen cases, five 
arterial and twelve arteriovenous. In the latter 
he performed one lateral and eleven circular 
sutures, and in six of these veins were trans- 
planted. Eleven had primary union without 
sequela. He prefers circular suture with a vein 
transplant. Secondary hemorrhage is to be most 
feared from the superior gluteal in pelvic wounds. 

Hotz (43) has sutured in seven aneurisms and 
implanted segments of veins in five. In one he 
ligated later on account of secondary hemorrhage; 
all others healed uneventfully. Better collateral 
circulation is obtained in regions where large 
masses of muscles have to be provided for than 
where chiefly ligaments and tendons are to be 
supplied; this accounts for the high percentage of 
necrosis after ligation of the popliteal artery. 

We thus see that it is too early in the present 
war to arrive at any definite conclusion in regard 
to the choice of method in the treatment of war 


aneurisms; and only a large statistical report at 
some later period will serve to give one an idea 
of the relative value of the various procedures. 
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ABSTRACTS OF CURRENT LITERATURE 


GENERAL SURGERY—SURGICAL TECHNIQUE 


ASEPTIC AND ANTISEPTIC SURGERY 


Morison, R.: Remarks on the Treatment of 
Infected, Especially War, Wounds. Brit.M.J., 
1917, 503. 

Morison says that he could not have believed two 
years ago that it would be possible to treat large 
infected wounds in such a manner that they would 
require no special drainage, that they could be 
safely closed by suture at any period of their prog- 
ress, and that the dressings used for them could be 
left unchanged for from one to six weeks with a 
knowledge that healing was making steady progress. 
There can be no doubt now about any of these 
statements because each has been proved in hun- 
dreds of instances both by Morison and others. 

These results have been achieved by thorough 
cleansing of the wound and surrounding parts and 
by the use of bipp paste. The paste is prepared as 
follows: 

Iodoform, 16 oz., bismuth subnitrate, 8 o2z., 
liquid paraffin, 8 fl. oz., or a sufficient quantity, are 
used. The powders are mixed in a mortar and the 
paraffin incorporated. The quantity of paraffin 
must be sufficient to form a paste. The paste is 
then rubbed down on a slab with a spatula. Bismuth 
and paraffin are sterilized by dry heat at a tem- 
perature of 120° C. for half an hour. Mixing is 
done in a sterile mortar. Paraffin is added at a tem- 
perature of 90° C. The paraffin used is a mixture of 
liquid paraffin 40 parts and of the solid, melting at 
45° C., 19 parts. 

Iodoform or bismuth poisoning can be prevented 
by removing all excess of paste. As both are opaque 
to the X-ray, unsatisfactory plates of fractures and 
of foreign bodies may result. 

Some of the failures Morison has seen have been 
due to faulty surgery, and the technique is seldom 
carried out entirely as suggested. He therefore 
calls attention to some of the following important 
features of technique. 

It is desirable to see the bottom of all wounds, but 
occasionally it may be unwise. Through and 
through wounds need not be excised. They may 
generally be cleansed by drawing a long strip of 
gauze through, then pulling it to and fro. Next a 
strip of gauze soaked in alcohol is pulled through, 
then one smeared with bipp. The fresher the 
wounds, the better they react to the treatment. 
For suture, silkworm-gut or preferably silk rubbed 
with bipp is used. The greatest triumphs of the 


method have been with large infected wounds bipped 
and then sutured. “All of Morison’s cases are so 
treated unless the wound is small or superficial. 
Occasionally there have been “flares” from omitting 
the treatment in cases of compound fractures of 
femurs apparently doing well. 

In gunshot wounds of the knee-joint of some 
duration that are not doing well, or in those com- 
plicated by fracture, Morison first applies extension 
straps below the knee, disinfects the skin, applies a 
tourniquet and opens the joint by a horseshoe in- 
cision, dividing the patellar ligament. The whole 
joint is inspected and gently mopped out with 
alcohol. The tourniquet is then removed, bleeding 
vessels tied, the surfaces of the joint smeared with 
bipp and the joint closed. The limb is fixed in 
extension with a 15-pound weight. Dressing is left 
on for three weeks. Movement and massage are 
commenced as soon as the wound is healed. 

C. A HeEpsiom. 


Short, A. R., Arkle, J. S., and King, C.: A Report 
on Wound Treatment by Brilliant Green 
Paste. Brit. M. J., 1917, ii, 506. 


Experience has abundantly proven that to secure 
efficient sterilization of an infected wound antiseptic 
remedies must be applied not occasionally but 
continuously. Carrel’s technique needs much atten- 
tion which cannot always be given when the patient 
is traveling and which may be impossible during 
“straffe” times. Bipp is much less troublesome but 
may be poisonous either from bismuth or iodoform 
or both. It may also delay healing and it leaves a 
residue in the tissue which on subsequent X-ray may 
be mistaken for a foreign body and lead to un- 
necessary operation. 

Because of these objections to Carrel’s solution 
and to bipp the authors have substituted a paste, 
introduced by Hey, consisting of brilliant green, 
boric acid, French chalk and liquid paraffin. They 
report results in a series of 69 cases and claim for it 


_ the following advantages: 


1. It is non-poisonous. Boric acid poisoning 
should be watched for, but has not occurred in this 
series. 

2. It is painless. 

3. In the great majority of cases it almost com- 
pletely sterilizes the wound in three days, so that 
secondary sutures can be performed even in large 
wounds complicated by bone injury. Small com- 
pletely excised wounds can be primarily sutured. 
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P 4. The wound need be dressed but once in four 
ays. 

5. No permanent residue is left to interfere with 
immediate healing. 

The wound must be thoroughly opened up and 
any foreign bodies removed before applying paste. 
If the patient has received too great a shock or if 
the wound is long, exposing important structures, 
Carrel’s method is preferred. The usual procedure 
has been to stain the track with a 1:200 solution of 
brilliant green through a Carrel tube, to excise 
and paste it, inserting a few central sutures or 
leaving it open. If smears taken from the deepest 
part of the wound on the third or fourth day show 
no bacillus perfringens and not more than six other 
organisms to the field, the wound is completely 
closed by secondary suture. Often the wound shows 
no organisms at all. The original pasting is not 
effective after three days. 

Of the 69 reported cases so treated, 16 are con- 
sidered remarkably successful in that the wounds 
were very extensive and in general were complicated 
by bone or joint injury. Forty-three are classified 
as successful in that they were less serious but 
gave perfectly satisfactory results. Of to rela- 
tively unsuccessful cases 4 were hopeless from the 
beginning, amputation being necessary in one and 
death supervening in three. One other died after 
the wound was clean. In the case of the remaining 
five the wounds were so deep that proper treatment 
by the method was not achieved. 

C. A. HEDBLOM. 


Drummond, H., and McNee, J. W.: The Treatment 
of a Series of Recently Inflicted War Wounds 
with Flavine. Lancet., Lond., 1917, cxciii, 640. 


It appears evident that flavine does not sterilize 
recent wounds, and that various bacteria grow 
freely in wounds treated with it. It appears to cause 
a very superficial necrosis and the formation of a 
fibrinous membrane, if applied in the strength of 1 
to 1,000. 

In spite of the presence of bacteria, there is a 
notable absence of inflammation and septic infec- 
tions, and in cases observed there were no bad 
examples of gas gangrene, although anaerobic or- 
ganisms were present in large numbers in many 
wounds. Healing by granulation is very slow and 
the growth of granulations is incidentally checked 
by the presence of flavine. 

In the present series of operations it is clear that 
flavine does not bear out some of the claims made 
for it as a bactericidal agent or regarding its harm- 
lessness to tissue cells. It appears to be useful when 
used as the first dressing to large open wounds, 
applied in the form of gauze soaked in solution, and 
it seems to limit the power for harm of the patho- 
genic bacteria and to prevent the inflammation of 
the tissues which is usually caused by bacterial 
invasion. Further observation in many more cases 
is necessary to establish its value in the treatment of 
recent wounds. 


Almost all of the cases in which flavine was used 
were operated upon and the treatment with flavine 
commenced within twelve hours of the injury. In 
many instances only four or five hours had elapsed 
before the wounds were dealt with. All of the 
wounds were therefore in the presuppurative stage. 

The flavine was at first employed in a strength of 
1 to 1,000, which was used only for the first dressing; 
1 to 5,000 dilutions were used for subsequent 
dressings. Where the Carrel method of irrigation 
was used, 1 to 10,000 was the dilution. 

In the test 76 cases comprising over 120 wounds 
were treated. The vast majority of wounds were 
caused by fragments of shells or bombs. The 
wounds may be divided into three classes: (1) flesh 
wounds; (2) compound fractures; (3) miscellaneous 
wounds of the abdomen, chest, head, and joints. 

Long incisions with free excision of damaged 
muscle and fascia must be regarded as a cardinal 
part of all operative treatment in recent wounds. 
After this preliminary surgical treatment, the 
wounds treated with flavine were dealt with in the 
following ways: 

1. Primary suture. This method was employed 
in 30 cases, all being wounds of soft parts alone. 
In the majority of these the damaged muscle 
removed at operation and examined bacteriologically 
was shown to be infected. Fragments of dirt and 
cloth were frequently removed from the track of the 
wound. 

2. Drainage by tube or gauze strip, followed by 
secondary suture; employed in 10 cases. 

3. The Carrel method of intermittent irrigation. 
The wounds were irrigated every 4 to 6 hours. This 
method was chiefly employed in compound fractures 
and deep or extensive muscle injuries. 

4. Gauze packing in open wounds, such as certain 
types of compound fracture and amputation of 
stumps where complete closure was impossible. The 
gauze packing soaked in flavine could be left in situ 
for several days without changing the dressing. 

Wounds treated by excision of the infected and 
damaged tissue, followed by primary suture, gave 
excellent results. In a series of 30 wounds only two 
broke down. 

The cases treated by drainage with a secondary 
suture gave good results in all the 10 cases in which 
it was adopted. In several instances secondary 
suture was done before the wound was bacteriologic- . 
ally sterile, but no untoward results followed. 
Healing in cases of secondary suture was slower than 
in primary suture. 

Open wounds treated with flavine either by the 
Carrel method or gauze soaked in flavine were care- 
fully followed. The typical progress of such a wound 
may be outlined. On removal of the first dressing 
on the third day, the wound, except for being deeply 
stained with flavine, has undergone no alteration in 
appearance and resembles an injury only a few 
hours old. All signs of inflammation are wanting 
and there is no pain, redness, swelling or induration 
in the tissues. The secretion is minimal in amount 


| 

| 

| 


GENERAL SURGERY — SURGICAL TECHNIQUE 


and suppuration is absent. The absence of suppura- 
tion even where films show abundant organisms is 
noteworthy. When dressed again at the end of a 
week the skin edges are clean cut, no epithelial 
growth having taken place from the edges. The 
floor of the wound has become covered by a closely 
adherent membrane forming over whatever tissue 
is exposed in the wound. The wound from this time 
on, if flavine is continued, remains in a dried-up 
state showing neither signs of inflammation nor 
repair. 

Experience has shown that a wound heals with 
much greater rapidity if the use of flavine be stopped 
after three or four days in the case of small wounds 
and after about a week in severe wounds or com- 
pound fractures. If at this period eusol is substi- 
tuted, the yellow membrane comes away piecemeal 
within a day or two and granulations appear more 
Juxuriantly. In a few days growth of epithelium 
is well established at the edges of the wound and 
abundant purulent discharge appears with the 
occurrence of rapid healing. 

Regarding the treatment of wounds of the chest 
and abdomen it is of interest that considerable 
quantities of flavine can be left in the abdominal and 
thoracic cavities without inducing the least toxic 
effect. 

Portions of tissue have been removed from the 
edges or floor of seven open wounds under treatment 
with flavine and examined histologically. These 
examinations were made two, two and one-half, 
three, eight, eight and eleven days after treatment 
had begun. Up to three days the skin edges were 
sharply cut and unaltered histologically. The floor 
of the wounds showed a thin layer of fibrin and 
polymorphonuclear leucocytes, covering a narrow 
zone of neurosed muscle fibres. Between the dead 
fibers polymorphonuclear leucocytes were fairly 
abundant and in one case many large gram-positive 
bacilli of the usual anaerobic type were present. 

The material taken from a wound on the fifth day 
showed a thicker covering of fibrin and leucocytes, 
‘with a few dead muscle fibers imbedded in it. No 
evidence of granulation tissue production was ob- 
served and the skin at the edge showed no epithelial 
proliferation. The wounds in two cases on the 
eighth day were in a dried-up condition and to the 
naked eye showed no sign of inflammation or 
repair. Microscopically there was a minimal 
amount of epithelial proliferation from the skin 
edge. The floor of the wounds was covered by the 
membrane of fibrin and leucocytes. Below the mem- 
brane in one wound granulation tissue production 
was evident throughout. The tissue taken on the 
eleventh day showed no new features, granulation 
tissue production being well established below the 
membrane, but there was very little epithelial 
growth from the skin edges. 

Bacteriologically, a small number of wounds 
remained sterile from the outset, but in the majority 
of the wounds no sterilization was brought about by 
the application of flavine. Infection by anaerobic 
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bacilli was very common in the early stages, but 
tended to pass off at the end of about a week except 
in the cases of compound fracture. After a few days 
the invasion of the wounds by streptococci was 
almost the rule, accompanying or replacing the 
anaerobic infection. After a week or longer, infection 
with a variety of other organisms was commonly 
met with, especially staphylococcus and _ bacillus 
pyocyaneus. The conclusion was reached that the 
type of infection in wounds treated with flavine in 
no way differed from that met with in cases where 
other treatment had been employed. 

Test tube experiments with flavine and various 
organisms were made with the following results: 

With staphylococcus aureus, no living organisms 
were found in a tube containing 1 to 10,000 flavine. 

With streptococcus pyogenes, no living organisms 
were found in a tube containing 1 to 100,000 flavine. 

With streptococcus fecalis, no living organisms 
were found in a tube containing 1 to 50,000 flavine. 

With bacillus perfringens, no living organisms 
were fotind in a tube containing 1 to 100,000 flavine. 

With coliform bacillus, a living organism was 
recovered from a tube containing 1 to 100 flavine. 

A second series of tests, in which the dilutions of 
flavine were made in fresh human serum, were 
carried out with coliform bacillus, with the result 
that no living organisms were recovered in subcul- 
ture from the dilution of 1 to 8,000 in serum. 

A further test to show whether or not the enhanc- 
ing power of serum on flavine was lasting showed 
that in a dilution of 1 in 5,000 flavine no growth was 
obtained at the end of 90 hours, the mixture of 
serum and flavine retaining its antiseptic power for 
at least that length of time. 

The author’s conclusions are: 

1. Flavine has the following advantages in the 
treatment of recent wounds: (a) there is an absence 
of all toxicity; (b) it prevents suppuration and 
spreading sepsis, (c) the primary dressing need not 
be changed for two or three days; (d) the wounds 
are not inflamed or painful and the surrounding 
skin is never irritated. 

2. Excision of damaged tissue and mechanical 
cleaning of the wounds are necessary preliminaries 
to the use of flavine. 

3. Flavine cannot be classed as a success in the 
treatment of the later stages of war wounds. The 
wounds tend to assume a stagnant condition, during 
which time the processes of repair are in abeyance. 

4. In the majority of cases war wounds are not 
rendered bacteriologically sterile by the prolonged 
use of flavine. 

5. Test tube experiments carried out with organ- 
isms isolated from actual wounds bear out the strong 
antiseptic properties of flavine, and their enhance- 
ment in the presence of serum. V. C. Hunt. 


Rowe, R. M.: A Note on the Carrel-Dakin-Dau- 
fresne Treatment. Brit. M. J., 1917, ii, 387. 


The author reports the results of six months’ 
experience of the Carrel-Dakin-Daufresne treatment 
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in infected wounds in a general hospital of the British 
expeditionary forces, carried out strictly in accord- 
ance with the system employed by Carrel at his 
hospital. They report: 

1. Absence of secondary hemorrhage. 

2. Absence of amputations except in infected and 
badly comminuted knee-joints and ay com- 
minuted ankle-joints. 

3. One case of septicemia. 

4. A mortality of one; this was a very dirty com- 
minuted knee-joint. 

The cases have, in general, required a longer period 
of treatment than is the rule at Carrel’s hospital. 
This is attributed to the later stage at which British 
cases come under treatment. Five days appears 
to be the shortest period of disinfection. 

C. A. HeDBLoM. 


Fleming, J. S.: An Albuminate of Copper as an 
——_ae Antiseptic. South. M. J., 1917, x, 
45. 

The compound is made up by complete precipita- 
tion of copper sulphate in human blood serum. 
This precipitate is thoroughly washed and spread 
thinly and evenly upon large surface receptacles 
and evaporated to dryness, after which it is ground 
to a powder in a sterile mortar. One gram of this 
powder is accurately weighed out and added to 100 
ccm. of physiologic salt solution and sufficient 
15 per cent caustic soda to make it strongly alka- 
line, approximately 5 to 1o drops. When the 
solution is complete, a sufficient amount of 5 per 
cent solution of hydrochloric acid is added drop by 
drop to render the reaction of the solution faintly 
alkaline. It is filtered through sterile cotton, 
warmed, and put into a salvarsan outfit. 

The action on typhoid bacilli was determined 
experimentally showing the copper, 1 per cent 
solution, inhibits the growth within twenty minutes 
sa prevents growth of the organisms in half an 

our. 

A solution was then made up with guinea pig 
serum; intracardiac injections of 1 ccm. of a 1 per 
cent solution were made in these animals every four 
days, with only a slight reaction. 

The human experiments were carried out on 
cases of advanced tuberculosis. No results of note 
were derived. It appears to have no influence upon 
typhoid fever. Car R. STEINKE. 


Fowler, W. F.: An Evaluation of Asepsis and Anti- 
sepsis. Ann. Surg., Phila., 1917, xvi, 583. 

The author gives an extensive account of the 
work of many investigators in aseptic and antiseptic 
surgery. 

Under normal conditions the steam sterilizer is 
dependable. The method of preparation of catgut 
is a safe one. Preservation of the normal resistive 
and recuperative powers of the tissues is an import- 
ant measure. Gentleness must be cultivated. The 
author does not believe that the gloved hand should 


be kept out of the incision, as he claims that this is 
just as sterile and less traumatizing than instru- 
ments. The skin edges should be walled off with 
towels. 

Analysis of the several investigations herein 
quoted is extremely instructive. For example: 

Whiting and Slocum state that alcohol, 40 to 
95 per cent, will kill the bacillus typhosus in prac- 
tically the same time as various coal-tar derivatives 
in alcoholic solutions of from 60 to 65 per cent. 
Nevertheless, they consider the phenols to be more 
efficient germicides. 

Post and Nicoll learned that mercuric chloride 
has very little germicidal action in aqueous solutions. 

Whiting believes that alcoholic solutions of mer- 
curic chloride are much more efficient, especially on 
dry skin. 

Grossich emphasizes the importance of using 
alcoholic solutions of iodine on a dry skin. 

Of alcohol Whiting says: ‘As a solvent or vehicle 
for the various antiseptics used on the skin, it is 
vastly superior to water, the alcoholic solutions 
penetrating more deeply and having greater germi- 
cidal power than the aqueous.” 

Keilty and Packer conclude that alcohol is prac- 
tically inactive as a germicide. 

Post and Nicoll rank alcohol, in solutions of more 
than so per cent, as one of the most active germi- 
cides. Some investigators have underestimated the 
germicidal power of alcohol. 

Bovee’s tests of the skin, leaving the iodine on it, 
gave negative cultures fifteen days after operation. 

Robb believes that the action of iodine is merely 
inhibitory and he fears peritoneal invasion by un- 
killed germs during operation. 

Robb and Whiting both obtained sterile cultures 
before neutralization of the antiseptic, but a large 
percentage of growths occurred after neutralization. 

Post and Nicoll also consider tests of doubtful 
value unless the action of the antiseptic is stopped 
forthwith. 

Clinically, iodine is allowed to remain on the skin. 
It penetrates into the deeper layers, and there are 
no means of determining how long its activity may 
continue. The consensus of opinion classes iodine 
as an effective germicide. Granting that its action 
may be delayed, or that perfect asepsis of the skin 
is unattainable, or assuming, with Robb, that iodine 
merely inhibits germ life, nevertheless, the tissues, 
including the peritoneum, can defend themselves 
against limited numbers of bacteria. 

Morris enumerates the disadvantages of rubber 
gloves. The fact that hand sterilization is so diffi- 
cult and glove sterilization so easy would seem to 
outweigh the objections to the use of the latter. 

Seelig and Gould are convinced that laboratory 
tests which do not simulate clinical conditions 
are of little value; that alcohol in solutions of 50 
per cent or more is strongly germicidal but less so 
than iodine; that a solution of alcohol and iodine 
together is more germicidal than either alone; that 
alcohol, carbolic acid, and iodine can penetrate 
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animal membranes, and that penetration is facili- 
tated by the presence of oil in the skin. 

Lambert has shown that iodine alone, of various 
tested antiseptics, will kil] bacteria rather than 
tissue cells. Although the phenols have decided 
germicidal power and possess the ability of pene- 
trating animal membranes, they are, unfortunately, 
tissue destroyers. Clinically, alcohol is non-irritat- 
ing. 

Brewer demonstrated that infection may be due 
to minor lapses in technique, to germ-bearing suture 
material, to contaminated novocaine solution, or 
to failure of the steam sterilizer. It is not safe to 
assume that any link in the chain of technique is 
unbreakable. 

The conclusions are as follows: 

1. Abundant clinical evidence of the efficacy of 
iodine in skin sterilization has been corroborated 
by laboratory findings. 

2. The germicidal action of mercuric chloride is 
too slow to be of value in sterilization of the skin. 

3. Eternal vigilance is the price of asepsis. 

C. A. Bowers. 


ANZSTHETICS 


Graham, E. A.: Toxic Factors of Some of the Com- 
mon Anesthetic Substances. J. Am. M. Ass., 
1917, lxix, 1666. 

A consideration of the possible toxic factors of the 
anesthetic agents is important in serving to prepare 
the way for the avoidance of disasters, and in 
insuring a greater margin of safety to the patient 
who undergoes an-operation. 

Narcosis is always accompanied by a condition of 
diminished oxidation. It therefore always indicates 
a condition of more or less severe asphyxia of the 
tissues. Loeb has shown that an asphyxiated tissue 
always becomes acid. It is not surprising, therefore, 
that surgical anesthesia induces many of the signs 
of an acid intoxication. As is well known, also, an 
* existing acidosis is aggravated by a surgical anes- 
thesia. 

The power of the common anesthetics to induce 
severe toxic effects varies. Ether causes these 
changes much less readily than does chloroform; and 
nitrous oxide has only a slight tendency to induce 
them. The increased toxicity of chloroform over 
ether and nitrous oxide is probably to be found in 
the fact that during the breakdown of chloroform in 
the body hydrochloric acid is formed. Therefore 
chloroform, in addition to giving rise to an acidosis 
as a result of the narcosis asphyxia, actually yields 
a strong inorganic acid as well. The changes in the 
tissues characteristic of late chloroform poisoning, 
such as oedema, hemorrhages, fatty changes and 
central necrosis of the liver, are probably really the 
effects of hydrochloric acid. 

The common anesthetic substances are capable of 
dissociating in a manner which yields bivalent, or 
unsaturated, carbon. The toxicity of the cyanides 
and carbon monoxide probably depends largely on 
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their property of dissociating in a similar manner. 
It is therefore probable that some of the effects of 
the anesthetic substances are due to their unsatu- 
rated residues. ALBERT EHRENFRIED. 


Henderson, E. L.: Nitrous Oxide-Oxygen Anzs- 
thesia in General Surgery. Am. J. Surg., 1917, 
XXxxi, 291. 

The experiences of the author lead him to assert 
that there are few contra-indications to the employ- 
ment of nitrous oxide-oxygen in genera] surgery; 
regardless of the length of its administration, the 
previous mental] and physical status of the patient 
is restored within a few minutes after withdrawal. 
Furthermore, when administered by an expert. 
nitrous oxide-oxygen, he believes, has practically no 
limitation as a general anesthetic; it is also the 
most desirable and the safest of general anesthetics. 

In the administration of gas, it is of the utmost 
importance to guard against cyanosis and respira- 
tory difficulty by careful regulation of the adminis- 
tration of the gas and oxygen, especially during pro- 
longed administration. This anesthetic is contra- 
indicated in children under five years of age, because 
of the small size of the respiratory passages and in- 
creased liability to asphyxial symptoms; for the 
same reasons, it should not be employed in enlarged 
tonsils, cellulitis, tumor of the neck, or in other 
respiratory obstructions. It is also contra-indicated 
in serious cardiac lesions with broken compensation, 
aneurism, and in emphysema and marked arterial 
sclerosis. In the aged, intolerance in asphyxia and 
circulatory stress is likewise a feature to be remem- 
bered, especially if chronic bronchitis is present. 
Nitrous oxide-oxygen is not contra-indicated by old 
age itself. 

Preliminary to the administration of nitrous oxide- 
oxygen in general surgery, Henderson has been 
accustomed to give the patient one hypodermic of 
atropin sulphate, 1:200 to 1:150 gr., but where there 
is no contra-indication he gives morphine, 1:8 to 
1:4 gr. For the induction of surgical anesthesia, he 
now prefers the so-called “safety apparatus,’”’ manu- 
factured in Chicago. E. C. RositsHEK. 


Large, S. H.: The Use of Nitrous Oxide and Oxygen 
Analgesia in Operations on the Ear, Nose, and 
Throat. Cleveland M. J., 1917, xvi, 725. 


Large describes his technique, based upon an 
experience of over a year. 

Adrenalin and cocaine are used, locally or by 
injection. Ten minutes should elapse before be- 
ginning the operation, which should be performed 
in the reclining position. The patient is carried into 
complete anzsthesia by the nitrous oxide and 
oxygen, using a face mask. The mask is then re- 
moved and a mouthpiece inserted into the side of 
the mouth. Should the patient be very nervous, 
he prefers to use a soft rubber catheter through one 
side of the nose, keeping the mouth closed by rub- 
ber dam. When using the mouthpiece pledgets 
of cotton are placed in either side of the nose, well 
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back, to economize the gas and to catch the blood 
before it drops into the nasopharynx. In using the 
mouthpiece very little oxygen is needed, as the 
patient naturally gets sufficient air. 

The machine is equipped with a three-way valve, 
so as to obviate the necessity of changing attach- 
ments. When operating within the mouth, it is neces- 
sary to use a nasal mask. ALBERT EHRENFRIED. 


Burger, T. O.: Practical Local Anzsthesia. Am. 
J. Surg., 1917, Xxxi, 289. 

In all of his cases the author uses local anesthesia, 
and gives morphine, one-sixth to one-fourth of a 
grain, and scopolamine, 1:150 to 1:200 of a grain, 
one hour before starting to operate. In the use of 
local anesthesia, a knowledge of anatomy and of the 
nerve supply, and of the structures which require 
better infiltration, are essential. 

The patient should be made perfectly comfortable 
on the table. The piston of the syringe is kept mov- 
ing, and the solution is made to slowly precede the 
needle point; sharp cutting instruments are ab- 
solutely necessary. 

Burger believes that novocaine is the ideal 
non-toxic drug for this purpose. He uses a solution 
of one-half per cent novocaine, plus 8 minims of 
a fresh 1:1,000 solution of adrenalin to the ounce. 

The author has used local anesthesia to the en- 
tire satisfaction of himself and his patients in 
practically all of his hernia work, and also has had 
most satisfactory results in hemorrhoid work. He 
has found that local anesthesia can be used effec- 
tively in vaginal plastic surgery, excepting peri- 
neorrhaphy. 

In summarizing, the author says that local 
anesthesia is adaptable to most surgery, but lends 
itself best to certain operations and to certain in- 
dividuals, and it should be used with these points 
well considered. Proper instruments, perfect 
knowledge of anatomy, preliminary hypnotic gentle- 
ness, self-confidence and the confidence of the patient, 
are all essential features. E. C. RopirsHeK. 


SURGERY OF THE 


HEAD 


Anton and Schmieden: Suboccipital Puncture. 
Muenchen. med. Wchnschr., 1917, No. 6. 


In January 1917, the authors reported sub- 
occipital puncture as an operation for diminishing 
encephalic compression. The puncture of the corpus 
callosum showed a favorable and lasting action in 
endocranial compression and the cerebral circula- 
tion, and obviated consecutive cerebral lesions. 
Some cases of epilepsy also were treated in this way. 

Recently the indications were very much widened 
by Payr who adopted the operation at the war 
front 50 times with good results in cranial contu- 


SURGICAL INSTRUMENTS AND APPARATUS 


Monprofit: Modern Instruments for Limb Am- 
putations (Instrumentation moderne pour les 
amputations). Arch. de méd. et pharm. mil., Par., 
1916, lxv, 161. 

In 1908 Monprofit exhibited before the Sociéé de 
Chirurgie of Paris an entirely metallic hemostatic 
binder which was destined to replace the Esmarch 
hemostatic band. This latter apparatus which 
otherwise had great utility had the disadvantages 
that it was fragile and that it was difficult to 
sterilize. 

The metallic appliance of Monprofit is illustrated 
and described. It is easily applied and sterilized 
with the greatest facility. It is in every way su- 
perior to the rubber band. This appliance has 
been used both in the Balkan war and the present 
war by Monprofit and other surgeons with great 
success. 

Monprofit has also for the past fifteen years been 
occupied with designing metallic retractors for use 
in amputations. His first metallic retractors were 
described in 1904, and these as well as his latest 
models for different limbs and positions are de- 
scribed. 

A historic sketch of the evolution of amputation 
retractors is given by the author, including Gooch 
(1739) who replaced the canvas compress by a 
leather band which was improved by Bromfield 
(1773). Bell’s metallic retractors, an important 
innovation in surgical instrumentation, were in 
use in 1796. Percy’s improvement on Bell’s in- 
strument was probably constructed about 1799, 
2 it is described in literature immediately after 
this. 

For reasons which Monprofit states, metallic 
amputation retractors fell into disuse until their 
importance was again brought forward by him in 
1904. His present retractors are only an adaptation 
of the neglected instrument of Percy. s 

W. A. BRENNAN. 


HEAD AND NECK 


sions, traumatic encephalic tumefactions and in 
traumatic meningitis. 

Discussing certain aspects of the procedure the 
authors think it is logical to open the atlanto- 
occipital membrane in order to obtain a permanent 
reduction of pressure, and to keep it open. Good 
reasons based on physiological researches indicate 
the identity of the cerebral and spinal fluids. 
Druff demonstrated that in animals after the 
ablation of the membrane, even strong increases of 
pressure could not kill the animals as long as the 
membrane remained patent. 

The authors describe the technique of suboccipital 
puncture in detail. It is practiced in the nuchal 
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region under local anesthesia. An incision about 
8 cm. long is made, commencing about two finger- 
widths under the external occipital protuberance 
and terminating below the spiny apophysis of the 
seventh cervical vertebra. The atlanto-occipital 
membrane when met is slightly elastic, but when 
the pressure is augmented it is convex, and after a 
slight puncture the fluid issues in a jet. By inserting 
a blunt sound the cistern at the base of the cere- 
bellum is reached and eventually the fourth ven- 
tricle. The opening made should be kept open, 
leaving a fistula of cerebrospinal fluid in the 
intramuscular or subcutaneous tissues. The rest 
can be sutured. 

The suboccipital puncture has been applied in 
some desperate cases of severe cerebral tumor with 
improvement of the symptoms. The authors think 
that the operation may justly be employed in 
slightly encephalic morbid conditions, such as 
hydrocephalus, serous meningitis, epilepsy with 
status epilepticus, or even in severe hemicrania 
with Quincke’s cedema. As regards its influence in 
the psychoses preliminary studies are not yet 
complete. W. A. BRENNAN. 


Duval, P.: The Treatment of War Wounds of the 
Soft Parts (Note sur le traitement des plaies de 
guerre des parties molles). Bull. et mém. Soc. de 
chir. de Par., 1917, xliii, 1739. 

Duval in the army service to which he was 
attached created a special organization to deal with 
wounds of the soft parts. These are the most 
numerous in war and when favorably treated heal 
quickly and well, but under unfavorable conditions 
may result disastrously. It is an accepted principle 
that injuries of soft parts exposed to contamination 
should be operated upon at once, excised, and cleared 
of foreign substances. Immediate suture is then the 
procedure of choice, but this under the conditions 
— always realizable and is done only exception- 
ally. 

“Duval has created at as advanced points as 
permissible to the firing line some surgical units 
equipped for operations and reserved for special 
treatment of soft part wounds. About one-third of 
the cases were destined for primary suture. The 
other two-thirds had their injuries surgically cleaned 
and were immediately evacuated to the territorial 
hospitals. Of those primarily sutured only about 
4 per cent were failures. Of the two-thirds having 
an early complete surgical cleansing operation, 81 
per cent were sutured on an average about eleven 


days after operation. In these cases there were no — 


deaths and no cases of tetanus. Eighty-four per 
cent of the evacuated were sutured and completely 
cured five weeks after injury. 

The author thinks that it is hardly a matter of 
regret that primary suture, although the procedure 
of choice, cannot under the conditions of an offensive 
be practiced, as the secondary suture after surgical 
disinfection gives almost equally good results. 
After this first operation and evacuation the wound 


was merely kept covered with a simple aseptic 
dressing. The Carrel method of disinfection was 
only necessary in about one-tenth of these cases. 
Duval thinks that the progressive systematic 
sterilization of surgical wounds is a method which 
facts demonstrate to be useless in about two-thirds 
of the cases, and that delayed primary suture takes 
precedence over secondary suture as it notably 
reduces the time of treatment and gives better 
recovery. W. A. BRENNAN. 


a: J. A.: Treatment of True Facial Neuralgia 

by Local Injections of Alcohol (Traitment de la 

névralgie faciale essentielle par l’alcoolisation locale). 
Presse méd., Par., 1917, p. 620. 


In trigeminal neuralgia, Sicard states, the destruc- 
tion of the nerve branches by chemical solutions, 


‘especially alcohol, has effectively replaced physio- 


therapeutic and surgical treatment. The only sur- 
gical treatment which is definitely curative, i.e., the 
removal of the gasserian ganglion, is accompanied by 
many dangers. Sicard has experimented with several 
neurolytic agents, but has abandoned all in favor of 
alcohol. This is used in strength of 70 to 95 per cent 
according to the age of the patient and the condition 
of the tissues. 

There are three stages of neurolysis: the super- 
ficial, the medium, and the deep. The superficial 
stage includes the ophthalmic nerve at its bony 
supra-orbital emergence; the medium stage includes 
Spix’s spine and the posterior palatine canal; the 
deep stage includes the sphenoidal orifice, the su- 
perior and the inferior maxillary nerves. 

In the technique it is necessary to know precisely 
how to place the needle in the bony facial structure, 
and for this the operator must become expert by 
practicing injections on the cadaver, before inject- 
ing the living patient. Such injections must be 
made under local anesthesia. 

The dosage of alcohol to be injected in each canal 
or orifice ought not exceed 1.5 ccm. For a neuralgia 
involving all three branches of the trigeminal nerve 
at the first treatment the superficial regions of the 
ophthalmic, suborbital and inferior dental may be 
injected and in a second treatment made two or four 
days later the deeper regions can be injected. 

In making the neurolytic injections pain is never 
completely avoided. Care must be taken to avoid 
injecting a vessel; ocular paralysis may occur from 
involvement of the external ocular motor nerve. 
Facial paralysis or facial erysipelas may occur, but 
this is extremely rare. 

In order to insure success it is necessary that the 
neuralgia should be true facial neuralgia. Secondary 
facial neuralgia of exo- or endocranial origin is not 
relieved by alcohol injections. It is also necessary 
that the nerve branches responsible should be 
immediately reached by the injection, and the 
immediate anesthesia of the cutaneous or mucous 
territory dependent on the injected nerve is the 
proof that the injection has succeeded. Success is 
always assured if the alcohol has been able chemical- 
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ly to section the responsible branches or nerve- 

trunks by determining a consecutive and lasting 

anesthesia of the corresponding skin and mucosa. 
W. A. BRENNAN. 


Parker, W. R.: Total Loss of Vision in One Eye 
and Partial Loss in the Other Completely Re- 
lieved by a Sellar Decompression Operation. 
Arch. Ophth., 1917, xlvi, 528. 


The case reported is that of a man of thirty-three 
with complete loss of vision in the right eye during 
the course of a year and partial loss in the left, 
with pain over the right eye radiating to the right 
mastoid region and occiput. 

Both eye and general examination showed nothing 
distinctive, but X-ray plates disclosed an enlarge- 
ment of the sella with absorption of the posterior 


clinoid processes, especially in the middle portion, * 


so that the tips looked like isolated pieces of bone. 
Diagnosis of the tumor in the region of the pituitary 
body was made and a sellar decompression operation 
was done with removal of a portion of the pituitary 
struma. 

Five days later vision began to return and on 
the eleventh day central vision in both eyes was 
normal. S. S. Howe. 


Kearney, J. A.: The Value of Eye-Ground Ob- 
servations in Recent Cases of Fracture of the 
Skull. J. Am. M. Ass., 1917, 1xix, 1399. 


While X-ray examination of a fractured skull 
is important, it reveals very little concerning high 
intracranial pressure, relief of which is imperative. 

Recent cases in the first 24 hours usually show 
a general oedema blurring equally all details in the 
fundus of the eye; this blurring is either slight or 
obscures all usual landmarks, the venous twigs if 
visible being dilated out of proportion to the size of 
the arteries. When uncomplicated by increased 
intracranial pressure, this retinal oedema gradually 
subsides. 

Later the oedema may increase, or in addition 
to the previous oedema there may be an added ob- 
scuration of the nasal half of the disk and its mar- 
gins; these changes are early indications of increase 
in intracranial pressure, confirmation of which can 
be had by measuring the pressure of the cerebro- 
spinal fluid at lumbar puncture by a spinal mer- 
curial manometer. All such observations have 
shown increase in pressure. Occasionally the 
edema may occupy the entire disk, a papill- 
oedema. 

Conclusions as to treatment, based upon the 
observation of 212 cases, are as follows: 

All fractured skull cases should be placed in bed, 
with an ice helmet to the head, absolute quiet 
maintained, free catharsis established and the pa- 
tient given a liquid diet. 

If intracranial pressure is increased slightly and 
up to double the normal, repeated lumbar puncture 
is indicated. 


If the intracranial pressure is doubled or more, 
and the pulse-rate is somewhat lowered, simple 
cranial decompression is indicated for relief of the 
pressure and for drainage before collapse of the 
medulla. 

Examination of the fundus 24 hours after de- 
compression or spinal puncture generally reveals 
a reduction in the eedema. UH. J. VAN DEN BERG. 


Phemister, D. B.: Brain Cyst Following Skull 
Fracture. Surg. Clin. Chicago, 1917, i, 971. 


The patient, aged 12, was admitted to the 
hospital because of attacks of epilepsy which had 
occurred during the past four months. He was a 
normal, healthy child until four and a half years 
previous, when-he was struck on the left side of the 
head above and back of the ear by a pole from a 
hay-wagon. The blow rendered him unconscious 
and produced a compound fracture of the skull 
from which some brain tissue escaped at the time. 
Consciousness was gradually regained after forty- 
eight hours, and the wound healed promptly with 
little infection. No paralysis, disturbances in speech 
or other focal symptoms were noticed during his 
convalescence. During the past year he had had 
repeated attacks of headache, usually in the occipital 
region, lasting for a few hours, but not accompanied 
by nausea or vomiting. 

He answered questions intelligently and showed 
no defects in speech or motion. There was a scar 
and a moderate uneven depression about one and 
one-half inches long over the left parieto-occipital 
region, extending downward almost to the left 
mastoid. It was 14 cm. wide above and 1 cm. wide 
below. Palpation revealed the absence of bone over 
a portion of the depression and pulsation could be 
seen and felt. 

The X-ray picture of the head showed an elliptic 
defect of the skull about one and one-half inches 
long, extending upward and slightly backward from 
the top of the left mastoid. There were no fragments 
of bone within the brain substance. 

A diagnosis of traumatic epilepsy was made, but 
the exact nature of the changes within the cranial 
cavity was not predicted. 

At operation, two days after admission, a horse- 
shoe-shaped flap, with its base on the level of the 
upper limits of the mastoid, was turned down from 
the parieto-occipital region, the anterior margin of 
the bone-flap bordering on the linear defect in the 
skull. A large cyst could be seen and felt in the 
anterior portion of the exposed area and in the 
region of the defect in the skull where the dura mater 
was irregularly thickened and scarred. The cyst 
was opened in this region and about 200 ccm. of a 
clear colorless fluid escaped. The space was packed 
with a one-inch plain gauze strip. It was removed 
gradually, beginning on the third and ending on the 
ninth day after operation, when a gauze strip was 
inserted. There was a profuse discharge of a slightly 
blood-stained serous fluid during the first ten days, 
after which it gradually decreased and ceased soon 
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after the removal of the gauze drain on the twen- 
tieth day. 

The patient had a very interesting postoperative 
course. The temperature fluctuated between normal 
and 104°F. During the first four days after opera- 
tion he was comfortable, rational, and had no 
headaches. On the fifth day the right hand became 
numb, and he complained of dizziness, but there 
were no twitchings or loss of consciousness. During 
the next two weeks his mental condition remained 
fairly good. Then he gradually became dull and 
irritable, crying out at frequent intervals. The 
right side of the body began to show signs of paresis, 
and this condition increased until it was very 
marked, especially in the arm and leg. The mental 
confusion gradually increased. There was well- 
marked sensory aphasia. 

The patient left the hospital unimproved. Stupor 
became more marked and he died six weeks after 
operation. No autopsy was obtained, but death 
was probably due either ‘to infection of the brain 
tissue without any definite signs in the external 
wound, or to the marked cerebral injury caused by 
the shifting of the brain substance in the filling out 
of the cyst cavity. Epwarp L. CornELt. 


Brown, R. C.: The Repair of Skull Defects. Med. J. 
Austral., 1917, ii, 409. 

The symptoms occurring in the author’s experi- 
ence as results of defects in the skull following in- 
jury, are: first, attacks of dizziness, especially on 
exertion; second, fear of pressure or a blow on the 
weak part; third, headaches and head pains; fourth, 
appearance of dullness and apathy; fifth, weakness 
of memory; sixth, objection to the deformity caused 
by the pulsating deep depression in the scalp. 

An ideal operation should aim at restoration of 
the brain with a filling of the gap by bone, attempting 
not only to secure a corrective effect but also to 
restore the patient’s confidence in the permanent 
reliability of this part of the skull, and to make the 
external surface of the original shape, strength, and 
rigidity. Among the procedures advocated thus 
far, the insertion of foreign substitutes such as 
silver plates, celluloid, etc., and fascia lata and 
autogenous cartilage grafts have been suggested. 
Autoplastic bone grafts in the author’s opinion 
must be used to give the best and most permanent 
result. The best fields from which to remove grafts 
are the tibia and the ribs. He believes that the ribs 
are better adapted to this because they are easily 
approachable, and either naturally conform to the 
outlines of the skull or can readily be made to do so. 
The required instruments are of the simplest, and 
the graft after several months appears to be a part 
of the skull itself. In the earlier operations the 


entire thickness of the rib was used, but he now 
uses only the outer half. He prefers rectal anes- 
thesia. 

The skull edge is freed from the cicatrix and under- 
lying dura with the engine and curved elevator, and 
the bone edges are refreshed for a distance of one-half 
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an inch all around. A free incision is made over the 
sixth or seventh rib, muscle attachments separated, 


and periosteum left. The rib is then split on the flat 


to the required extent, removing the outer table with 
periosteum and cancellous tissue intact. This rib — 
splitting is done with a thin, sharp carpenter’s 
chisel three-fourths of an inch wide, with the edge 
ground to a semicircular shape. The graft can be 
bent to any shape and if more than one graft is used 
the adjacent edges are freshened with scissors. The 
ends of the graft are placed beneath the pericranium 
which is sutured to the graft. Then a couple of cat- 
gut sutures are placed transversely across the graft. 
The scalp is replaced, allowing free drainage for 
twenty-four hours on account of the risk of a 
hematoma. 

The author states that one cannot appreciate the 
advantages of the rib in skull work until one has 
used the tibia as a field of graft supply. Vertigo is 
the symptom most constantly relieved. In all of 
his later cases in which he used the split rib the out- 
line has been almost perfect, in marked contrast to 
the flat appearance of the tibia graft. He has per- 
formed this operation in 13 or 14 cases with great 
success. D. N. E1sENDRATH. 


Sicard, I., Dambrin, C., and Roger, H.: Osteoge- 
netic Action of Sterilized Bone Plate in Cranial 
Prosthetics (Action ostéogenitique de la plaque 
osseuse sterilisée dans les plasties craniennes). 
Presse méd., Par., 1917, Pp. 577- 


In 1916 the authors proposed a new method of 
cranial plastics by the use of sterilized cranial bone 
plates for the repair of cranial defects. In some of 
their earlier operations a few failures resulted due 
rather to faults of technique than to the method. 
The authors have now greatly improved the tech- 
nique and in 42 operations have had no failures. 

The cranial defect to be repaired is regularized 
if it is of a very irregular shape. The bone plate to 
be used is taken from the homologous cranial 
region of an autopsy case. It is boiled for a few hours 
in water to which a handful of sodium carbonate is 
added. It is trimmed so that it is in diameter about 
o.5 cm. larger than the hole to be covered. It is 
thinned at the edges and scraped away until the 
spongy diploe is freely apparent. When this con- 
dition is reached the plate has a thickness of from 1 
to 2 mm. The entire surface is pierced with small 
holes about o.5 cm. distant from each other. It is 
well even to prepare a few such plates so that the 
surgeon may select that one which is best adapted 


‘to the breach in the skull. 


The plate is next thoroughly sterilized, both 
chemically and by heat. It is first placed in ether 
for forty-eight hours, then in a mixture of equal 
parts of ether, alcohol and pure formol for twenty- 
four hours; then it is washed in boiling water and 
submitted to vapor sterilization in an autoclave at 
110° for half an hour. Finally the plate is tested 
for growth in bouillon and if the liquid remains 
sterile the plate is surgically ready. 
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— drawing showing arrangement of bone plate. (Sicard, Dambrin, and 
Roger. 


The edges of the cranial breach are then freshened. 
The periosteum is incised down to the bone at a 
distance of about 1 cm. from the periphery of the 
defect, and it is stripped away at each side of 
this incision so that there are two periosteal strips. 
The first of these strips which is adherent to the edge 
of the breach is turned back on itself and pressed 
down on the dura mater so that its under surface 
becomes the upper surface, this upper surface being 
destined to come in direct contact with the bone 
plate. The plate is then deftly inserted under the 
edge of the outer periosteal strip like a watch glass 
in its rim and so that the periosteal strip forms a 
collar all around the plate. 

By study of three of the early cases in which a 
secondary intervention was necessary the authors 
have been able to observe the osteogenetic process 
which occurs and how it is effected. It is found that 
a fibroperiostic membrane forms which is adherent 
to the dura mater andthickly studded with little 
points having the consistency of bone. It is easily 
seen that the strip of periosteum which was turned 
over and pressed down on the dura mater is the point 
of origin of osteogenetic activity. 

Examination of the under surface of an extracted 
bone plate shows that it is deeply pitted in certain 
places. The periosteal strip has borrowed from the 
dead bone those elements which have served to 
build up new osseous tissue destined to fill the 
defect from the periphery toward the center. The 
process is particularly marked in.the holes drilled 
in the plate which become filled with the neoforma- 
tion and act as rivets. Without the presence of the 
dead bone of the prosthetic plate, the periosteum 
probably would be deprived of any osteogenetic 
function. The lime salts placed in contact with the 
periosteum sensitize it and nourish its property of 
creating bone tissue. 

In order that the osteogenetic function may reach 
its maximum it is necessary: (1) that the periostic 


strip should be pediculated; (2) that its internal 
nourishing face should be in direct contact with the 
bone plate; (3) that the bone plate tissue should be 
of relatively easy attack, presenting preferably a 
spongy character. The ordinary smooth surface of 
ae does not conduce to the transfer of the lime 
salts. 

The authors think therefore by virtue of these 
findings and the results which they have obtained 
that bone cranial plastics have incontestable advan- 
tages over other procedures, and that such may even 
be efficaciously used to repair bone losses in other 
regions, where the osteogenetic activity of perios- 
teum can be utilized. 

The accompanying schematic figure shows the 
arrangement of the plate and periosteal strips. 

W. A. BRENNAN. 


Bacigalupo, J.: Tuberculomata of the Dura Mater 
(Tuberculomas de la dura madre). Semana méd., 
Buenos Aires, 1917, xxiv, 397. 


Bacigalupo describes a case of two tuberculomata 
of the dura mater in a child. Qne of these, the size 
of a walnut, was in the left parietal region. Its base 
was adherent to the meningeal membrane. The 
other was on the right side, on the flank of the 
superior longitudinal sinus, equally on the parietal. 
It was about a centimeter in diameter and semi- 
spherical. 

The child died of generalized miliary tuberculosis; 
the tumors were found at autopsy, and proved his- 
tologically. Such tumors are rare. 

W. A. BRENNAN. 


Kitchen, A. S.: Two Cases of Cerebellar Cyst. 
J. Mich. St. M. Soc., 1917, xvi, 431. ; 


The author reports two cases of cerebellar cyst, 
one in a man of thirty following trauma, another in 
a girl of fourteen without evident cause. 


| ul 
40° legal 
yet 
| fle r 
=. 
| 
| 
| 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 225 


In the first case, the cyst was opened and lightly 
packed. A surprisingly rapid alleviation of symp- 
toms followed. The cyst refilled and was aspirated 
two years afterward, then one year later. Several 
months ago the cyst was opened and drained, and 
the patient at present is well. 

The second case had a simple cerebellar decom- 
pression done by another surgeon. About a month 
later the patient showed no improvement. The 
author enlarged the decompression, located, opened, 
and drained a cyst. At the present time, more than 
two years since the operation, the patient is well 
except for slight strabismus of one eye and un- 
steadiness on one foot. 

Kitchen considers the various symptoms of 
cerebellar cyst, including an account of disturbance 
of various cranial nerves. Torr HARMER. 


Abalos, J. B.: A Cyst of the Cerebellar Fossa 
(Quiste de la fosa cerebelosa). Rev. méd.d. Rosario, 
1917, Vii, 346. 

A woman of 28 experienced symptoms of headache, 
vertigo, vomiting and prostration which persisted 
and increased. The case was finally diagnosed as 
encysted meningitis in the left half of the cerebellar 
fossa. At operation an osteocutaneous flap disclosed 
the fossa. The dura on the left side was opened after 
a previous puncture which was negative. The cere- 
bral substance protruded through the opening. 
Punctures were repeated but were still negative. 
Exploration was then made with the finger. The 
cerebellar surface was soft on its convex face. 
When the finger reached the anterior face it opened 

- a cyst in that region which emptied straw-colored 
contents. No further exploration was made. The 
wounds were sutured after placing a drain; four 
months later the patient was in excellent condition 
in every respect. 

The author draws attention to the three points 
of interest in the case: (1) the etiology of the cyst, 
being. consecutive to a strong emotion; (2) the incon- 
stancy of the symptoms which suggested a favor- 
able prognosis, (3) the complete disappearance of 
the lesion with the rupture of the serous meningitis 
by the exploring finger. 

The author discusses the origin of acute and 
chronic serous meningitis. W. A. BRENNAN. 


Hammes, E. M.: Traumatic Brain Lesions. Si. 
Paul M. J., 1917, xix, 328. 


Hammes calls attention to the various theories 
advanced in the production of the initial symptoms 
of concussion. Kocher’s theory of increased intra- 
cranial pressure, Crile and Cannon’s theory of 
shock, and others are mentioned. The symp- 
tomatology of concussion in the milder and more 
severe cases is fully discussed. Great stress is 
placed upon the performance of early lumbar punc- 
ture in every case of cerebral concussion, not only 
for diagnostic purposes, but as a therapeutic agent 
and to lessen the post-traumatic manifestations. 
The only contra-indications for this procedure are 


a very high blood-pressure, and symptoms of | 


marked intracranial tension associated with a low 
pressure of the spinal fluid. 

The author divides the traumatic apoplexies into 
two great groups: those in which the hemorrhage 
is due to a ruptured blood-vessel directly caused by 
the trauma, and those in which the rupture occurs 
after some weeks or months, due to necrosis in- 
volving the blood-vessel wall. 

Post-traumatic manifestations were observed by 
Sharpe in 67 per cent of his cases. Every functional 
case should be carefully examined for organic evi- 
dences. Frequently a marked increase in the pres- 
sure of the cerebrospinal fluid can be demonstrated 
and is associated with a chronic cedematous brain. 

Three cases are cited in full. A child three and 
one-half years old developed jacksonian epilepsy 
immediately following a trauma. Postmortem 
examination was negative. A young man developed 
symptoms of rupture of the middle meningeal 
artery four days after the head injury, and was 
successfully operated upon. A young man developed 
headache and mental symptoms six months after a 
head trauma; an operation was successfully per- 
formed and revealed an adherent dura and marked 
engorgement and tortuosity of the intracranial 
veins over the site of the injury. 


Salmon, A.: The Infundibular Syndrome in a 
Case of Tumor of the Third Ventricle (Le 
syndrome infundibulaire dans un cas de tumeur du 
ventricule). Presse méd., Par., 1917, 578. 


Claude and Lhermitte reported a case of tumor 
of the third ventricle; among other phenomena the 
patient showed disturbance of sleep and polyuria. 
In their conclusions the authors, as the hypophysis 
was apparently normal, described the syndrome as 
infundibular and not of hypophyseal origin. 

Salmon criticises these conclusions. He quotes 
the literature to show that there is a very close 
relationship between the infundibulum and the 
posterior lobe of the hypophysis. Cajal and others 
have shown the presence of nerve fibers which have 
their origin in the retrochiasmic region, and after 
having traversed the infundibulum, ramify in the 
hypophyseal posterior lobe. 

Salmon thinks that when one considers the in- 
timate functional relations of the hypophysis on 
the one hand with sleep, and on the other hand 
with the regulation of water in the organism, which 
relations have been affirmed in several cases of 
hypophyseal lesions; and when one further considers 
the very strict relationship of the hypophysis with 
the third ventricle and infundibulum as proved by 
Cushing and others who found that cerebral tumors 
directly or indirectly compressing the third ventricle 
or infundibulum cause very clear alteration in the 
posterior lobe of the hypophysis, it is quite legitimate 
to suppose that the infundibular syndrome described 
by Claude and Lhermitte in their case of tumor of 
the third ventricle is only a hypophyseal syndrome 
provoked by the infundibular affection. A hypo- 
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physea] syndrome of infundibular origin would there- 
fore appear preferable to the infundibular syndrome 
adopted by Claude and Lhermitte. 

W. A. BRENNAN. 


Doubler, F. H., and Marlow, S. B.: A Case of 
Hemorrhage into the Optic Nerve Sheaths 
as a Direct Extension from a Diffuse Intra- 
— Hemorrhage. Arch. Ophth., 1917, 
XIivl, 533- 


Hemorrhage into the optic nerve sheath, vitre- 
ous, and retina not infrequently follows a fracture 
of the base of the skull, but the frequency of its 
occurrence in spontaneous intrameningeal hemor- 
rhage is uncertain and no case similar to the one 
reported was found in the literature available. 

The patient was a negress with negative previous 
history who was seized with vomiting while at work, 
followed by unconciousness. Death occurred ten 
hours later. Before death systolic blood-pressure 
rose to over 300 and periodical examination of the 
fundi showed constantly increasing intra-ocular 
hemorrhage. 

Autopsy disclosed an aneurismal dilatation of the 
internal carotid artery one cm. in diameter, the 
wall of which was extremely thin. It had not been 
ruptured. Other areas of thinning were found in the 
artery, but the exact place from which the bleeding 
occurred was not located. 

Microscopic examination of the eyes showed the 
dural sheaths to be distended by a hemorrhagic 
ring overlying the papilla. and extending in an 
irregular mass into the vitreous. 

It is of interest that an intracranial pressure 
great enough to force blood into the sheaths of the 
optic nerves and apparently through the lamina 
cribrosa did not produce a papillitis; it offers 
evidence that time is an important factor in the 
development of a choked disc. S. S. Howe. 


Maranon, G., and Pintos, G.: Traumatic Lesion 
of the Hypophysis; Adipose-Genital Syndrome 
and Diabetes Insipidus (Lésion traumatique pure 
de l’hypophyse; syndrome adiposo-genital et diabéte 
insipide). Nouv. icon. de la Salpétriére, Par., 1917, 
xxviii, 185. 

The authors relate the case of a boy of thirteen 
years who was accidentally shot, the bullet passing 
sagittally in the middle line of the upper frontal 
region. No pain was felt nor was there any loss of 
consciousness. About a month later it was observed 
that he urinated copiously and that he was very 
thirsty; these symptoms increased. Later the abdo- 
men enlarged very markedly. There were neither 
nervous nor psychic disturbances. The sexual or- 
gans showed an evident arrest of development. 
They corresponded to those of a boy of eight or nine 
years and there was no sign of secondary sex charac- 
teristics. 

Radioscopy showed that the bullet was situated 
in the region of the sella turcica without invading 
the hypophyseal region proper. Injections of 


pituitary extract caused marked decrease of the poly- 
uria temporarily. 

Surgical intervention was decided upon. The 
amount of urine passed at this time, about twenty 
months after the traumatism, was eight or nine 
liters in the course of 24 hours. 

A craniectomy was done. The region of the sella 
turcica appeared normal. The projectile could be 
felt through the optic chiasm in the depth of the 
middle ventricle. Owing to the bad condition of the 
patient the operation had to be suspended. The 
boy died twenty-four hours later. 

Autopsy showed the bullet embedded in the middle 
ventricle. The hypophysis was not directly injured 
nor compromised; its communication with the 
middle ventricle alone was interrupted. 

The authors say that this case confirms, even 
better than experimental demonstrations, the theory 
that a hypophyseal lesion determines the adipose- 
genital syndrome described by Lannois, Froelich, 
etc. But the case is even more striking than others 
reported in literature, because the arrest of genital 
development was at a particularly interesting age 
and the abdominal adipose increase could be ob- 
served. 

The author discusses the relations of diabetes 
insipidus with the hypophysis. He criticizes the 
results found by authors who have reported on the 
matter within recent years and finds that the re- 
sults show decisively that hypopituitarism is the cause 
of diabetes insipidus, because polyuria disappears 
when pituitary extract is administered. The 
authors’ case showed this same phenomenon, as did 
also two other cases of diabetes insipidus which are . 
mentioned. They are therefore of the opinion that 


diabetes insipidus should be classed in the hypo- 


pituitary syndrome. 

Admitting this fact, the case reported is important 
because it demonstrates in an absolute manner that 
the section of the so-called hypophyseal stalk is 
followed by the same consequences as lesion of the - 
gland itself. Biedl and Cushing had supposed that 
the internal secretion of the gland passed through 
the stalk into the cephalorhachidian fluid of the 
middle ventricle. However, in the posterior lobe 
there were some intact nerve fibers, whence it may 
be supposed that the interruption of the stalk was 
not complete; this would account for the slow 
development of hypophyseal insufficiency. 

At first view, this case showing a lesion of the 
infundibular region without a true lesion of the 
hypophysis would appear to sustain the hypothesis 
supported by some clinicians that the lesion responsi- 
ble for polyuria is not in the hypophysis but in a nerve 
center at the base of the encephalon. But this 
theory is untenable from the fact that hypophyseal 
opotherapy caused the polyuria to disappear. 

The authors think that there is an endocrine 
action which physiologically acts on the kidney 
and regulates diuresis. The mechanism of the 
hypophyseal action on diuresis can only be con- 
sidered as hypothetical at present. W. A. BRENNAN. 
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Johnston, G. C.: Roentgen Observations of the 
Pituitary Region in Intracranial Lesions. 
Am. J. Roentgenol., 1917, iv, 555. 


Intracranial lesions manifest themselves roent- 
genologically by variations in the thickness or 
density of different parts of the bony structure, 
changes in the shape or size of the sella, overgrowth 
of the clinoid processes, localized differences in the 
blood-vessel grooves, or unusual appearances of the 
sutures or inner table of the skull. Detailed descrip- 
tions of different pathologic processes, illustrated by 
numerous photographs, are given and the technique 
employed is described.. The findings are summar- 
ized by the author in the following conclusions: 

The first requisite for study of intracranial lesions, 
particularly of the sella, is a wide familiarity with 
roentgenograms of the normal conditions and 
mastery of a technique resulting in uniform pro- 
duction of roentgenograms of unusual definition and 
excellence. 

There is a wide variation in size and character of 
the sella which must be considered within the 
limits of the normal. 

Idiopathic epileptics in a large proportion of cases 
show definite changes in the region of the pituitary. 

Pituitary struma manifests itself by deformation 
and destruction of the sella, rarely by visualization 
of the tumor itself. Intracranial tumors other than 
those of the pituitary frequently so manifest their 
presence as to permit of their detection by roent- 
genography. 

Every patient showing evidence of optic atrophy, 
bitemporal hemianopsia, papilloedema or loss of 
vision, is entitled to a careful roentgen exploration 
of the sella and intracranial region. 

HARTUNG. 


NECK 


Malherbe, A.: Wounds of the Cervical Region 
(Blessures de la region cervicale). Bull. méd., Par., 
1917, Xxxi, 329. 

Malherbe discusses the treatment of various war 
wounds of the cervical region. With regard to 
penetrating wounds of the hyoid region there are 
no fixed rules with regard to suture. If the wound 
is not deep and there is no communication with 
the digestive tract it should be sutured as early 
as possible; but if the wound is deep, infiltrated, 
or infected, it is best to draw the deep parts to- 
gether with a few stitches, and leave the external 
wound open, inserting an cesophageal sound to 
avoid passage of food through the wound. Re- 
peated lavage should be used. 

Similar procedure is followed with regard to 
laryngo-tracheal wounds. Suturing often trans- 
forms a large wound which would perhaps heal 
without complications into a narrow and dangerous 
wound. However, if the laryngo-tracheal canal 
is more or less sectioned and its two ends notably 
separated, they should be brought together by a 
few silk sutures, the head being placed in flexion; 


this helps to approximate the ends. Even if tra- 
cheotomy has been done, it is always best not, to 
make a complete suturing if there are deep pharyn- 
geal or cesophageal lesions. W. A. BRENNAN. 


Torrance, G.: Goiter Surgery, with Report of 29 
Cases. Boston M. & S.J., 1917, clxxvii, 700. 


The author reports the following series of 29 cases 
with but one death, which was a secondary opera- 
tion in a severe exophthalmic case. The cases in- 
cluded the following types: large cystic, 10; 
exophthalmic, 10; single large cyst, 1; calcified, 1; 
adenoma, 3; substernal, 3. 

In his article the author quotes numerous im- 
portant observations from other authorities. 

As regards causes, Rosenow has found that 
bacteria can be grown from some of the glands. 
Buford has found cheesy masses and pus in tonsils 
of children with enlarged thyroids. He finds the 
right lower lobe more often involved in this type of 
case. There.may be an ancestral history of goiter. 
Mental shock or strain is frequently associated with 
exophthalmic cases. 

Dubois has found an increased basal metabolism 
of from 50 to 75 per cent above normal in marked 
cases of exophthalmic goiter. Kendall has found 
the iodine content of the gland to be made up of 
two groups called A and B, and in about equal 
quantities. Group B has but slight physiologic 
action, while group A has an iodine content of about 
60 per cent and a marked physiologic action. Small 
doses of 1:180 gr. a day has caused marked improve- 
ment in cretins. 

Regarding pathologic changes in the exophthalmic 
goiter: Watson notes marked weakness of the 
quadriceps muscle in a patient climbing stairs, and 
in the intercostals and diaphragm by the shallow, 
hurried respiration. Relaxation of the muscles of 
the eye may be responsible for exophthalmos. 
There are marked changes in the myocardium, and 
changes in the sympathetic ganglia. Kocher says 
there is always hyperplasia in exophthalmic goiter, 
but that the thymus is enlarged in about 45 to 50 
per cent of cases. By removing a portion of the 
thyroid the thymus retrogrades. 

Taussig says the vascular changes are analogous 
to aortic insufficiency. Blood-pressure is higher in 
the thigh than in the arm (20 to 26 mm.). 

Payr has made transplants in seven cases and 
finds the gland is gradually absorbed, in seven cases 
being present for two and one-half years. Kocher 
transplanted a gland in 93 cases, and in reports from 
57 had 21 successful with no other treatment, 18 
taking treatments of thyroid, and 18 failures. The 
gland should be living and transplanted into vascular 
tissue, spleen, or bone-marrow. C. A. Bowers. 


Judd, E. S.: Results of Operations for Exophthal- 
mic Goiter. Long Island M. J., 1917, X, 405. 


After a brief résumé of the various theories as 
to the cause of exophthalmic goiter, the author 
proceeds to give the results of operation upon 
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176 patients in the year 1909. Fifty-five cases 
or 46 per cent are considered cured as far as 
known or are entirely relieved of their former 
symptoms as far as examination can reveal. Some 
of these cases had ligation only and they may show 
later recurrence. It is the custom at the Mayo 
Clinic to do a preliminary ligation under local 
anesthesia, and if no reaction follows, at the end 
of about seven days a resection is done. In case 
severe reaction follows the first ligation, the right 
superior vessels are ligated after the reaction sub- 
sides. After this second ligation a period of three 
months is allowed to elapse before a thyroidectomy 
is done. Some of the patients in those cases were 
classified as cured have not returned for the thy- 
roidectomy. 

Twenty-two cases or 18 per cent were practically 
cured of all their symptoms, though at times they 
still show slight evidence of the disease. Seven 
cases or 6 per cent were markedly improved though 
evidence of their old trouble is almost constantly 
present. 

Five cases or 4 per cent received comparatively 
slight benefit from the operation. Eight cases or 


SURGERY OF 


CHEST WALL AND BREAST 


Anderson, J.: The Surgical Treatment of Severe 
Penetrating Wounds of the Chest in a Casualty 
Clearing Station. Brit. M.J., 1917, ii, 575. 


The author classifies wounds of the chest, as seen 
at an advanced casualty clearing station, in two 
groups from the point of view of prognosis. The 
first group includes entrance and exit bullet wounds, 
entrance and exit shrapnel-ball wounds, and, wounds 
caused by small fragments of high explosive missiles. 
These cases do exceedingly well if treated expectant- 
ly and aspirated or operated upon when occasion 
demands. 

The second group includes wounds caused by 
large irregular fragments of high explosive shell 
which have lodged in the thorax. These are almost 
always associated with clothing and infection car- 
ried in, and open “sucking”? wounds of the chest 
wall. If treated expectantly, only a very small 
percentage of these cases reach the base hospital 
and many of those that are evacuated die from the 
complications of their wounds. In this group are 
also included tangential wounds of the thorax, 
enfilading the ribs and driving portions of bone into 
the pleura and lung, and entrance and exit bullet 
wounds in which the exit wounds are “explosive” 
in character. The prognosis in these cases is usually 
not so severe, but an unduly large percentage de- 
velop an infected hemothorax unless the chest wall 
is treated energetically. The cases in the second 
group have usually died at the casualty clearing 


6 per cent derived little or no benefit from the 
operation. 

Eight of the thirteen unsuccessful cases had a 
considerable degree of dilatation of the heart and 
several of them had cedema of the extremities at 
the time the operation was performed. 

The functional results following operation have 
been satisfactory. The scar from the low collar 
incision is inconspicuous and the normal motion 
of the head and neck returns in a few weeks. The 
disturbance of voice noticed in some instances has 
always proven but temporary. 

Of the 176 patients operated upon in 1909, 7 
died while still in the hospital. The author states, 
after a brief résumé of all the cases which have 
died, that they were extremely toxic and the cause 
of death was a continued intoxication which had 
already produced irreparable damage, usually in 
the heart, liver, and kidneys. 

He concludes from this study that an absolute 
cure may be expected in about 46 per cent, in addi- 
tion to which number about 23 per cent will be 
practically cured. Six per cent have reported that 
they received no benefit. Exits FIscHEL. 


THE CHEST 


station from sepsis and exhaustion; many of these 
cases could be saved by immediate surgical inter- 
vention on the lines adopted for other wounds. 
The principles of operation are to completely 
excise the wounds in the chest wall, wipe out the 
pleural cavity, if the lung has collapsed and hemo- 


thorax exists; to search for foreign bodies and re- 


move fragments; to close the wound completely. 
Solutions of flavine and brilliant green have been 
used without any untoward effects and probably 
with advantage. The aim of the operation is 
prophylaxis against sepsis. If it fails, a secondary — 
drainage operation may be required. 
E. B. FREILICcH. 


Roberts, J. E. H., and Craig, J. G.: The Surgical 
Treatment of Severe War Wounds of the Chest. 
Brit. M.J., 1917, ii, 576. 


The authors report the results of their experi- 
ences in the treatment of penetrating wounds of 
the chest. Of 199 cases, 108 were evacuated without 
operation, 24 died without operation, and 67 were 
operated upon. Of these 67 apparently forlorn 
hopes, 34 eventually recovered and were evacuated 
to the base, and 33 died. Of the 33 fatal cases, 16 
had other gross lesions which were more directly 
responsible for the fatal result than the operation. 
Excluding these cases, the rate of mortality in the 
51 remaining cases was 33.3 per cent, and the re- 
covery rate was 66.6 per cent. 

The principles followed in these cases involved 
early operation, free excision of all infected tissues, 
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removal of the foreign body, and cleansing of the 
pleural cavity or wound of the lung, followed by 
accurate suture of the lining membrane and tis- 
sues over it whenever possible without drainage. 
No cases were drained unless the chest wall could 
not be closed owing to the condition of the pa- 
tient; or if infection of the lung or of the pleura 
as distinguished from its contents was definitely 
established. 

Results have shown that even though anaerobic 
bacilli or streptococci are present, the pleural sac 
can be completely closed with success. The most 
common cause of death in the chest cases with no 
other injury was septic bronchopneumonia of the 
uninjured lung. As a prophylactic measure, there- 
fore, creosote was given and also antistreptococcic 
serum in severe cases, which seemed to have some 
value. E. B. 


Rudolf, R. D.: The Later History of Cases of Gun- 
shot Wounds of the Chest, with Retained 
Missiles. Lancet, Lond., 1917, cxciii, 709. 


Rudolf attempts to ascertain from a study of 
fifty cases followed to their ultimate conclusion 
whether or not a foreign body in the chest should 
be immediately removed. All cases showing a foreign 
body deeper than the ribs are included, irrespective 
of whether or not they had penetrated the lung. 
Only two died. In the case of one an abscess formed 
around the foreign body. The abscess was drained 
and the foreign body removed. The patient died 
from hemorrhage on the eleventh day after opera- 
tion. The other patient died three days after the 
removal of a rifle bullet from the lung, apparently 
from pulmonary thrombosis. 

Twelve of the others were permanently disabled 
for further military service. The remaining thirty- 
six, or 72 per cent, were fit for some duty. Nearly 
all complain of some cough, shortness of breath and 
pain in thé chest, but the author says he cannot 
say that they complain more than those in whom 
the missile has passed through the chest and out. 
Large pieces of shell and shrapnel in the author’s 
opinion should be removed at once because of danger 
of gross infection and severe hemorrhage. 

C. A. HEepBLoM. 


Harris, M. L.: Hernia of the Breast. Surg. Clin. 
Chicago, 1917, i, 959. 

A girl about fifteen years of age presented herself 
on account of an apparent enlargement of the right 
breast. She was well developed physically and her 
health in every respect quite good; menstruation 
appeared at the age of thirteen and was normal in 
type and regularity. A year previous it was noticed 
that the right breast, which was slightly larger than 
the left, was becoming more prominent about the 
nipple. 

The girl had had no serious illness, and aside from 
the condition of the breast, had no trouble whatever. 
An examination of the breasts showed the right 


slightly larger than the left and both quite well 
developed for a girl of her age. The nipples were 
small and flattened. From the center of the right 
breast there protruded a large dome-shaped mass, 
measuring 7 to 8 cm. in diameter at the base and 
raised about 6 cm. from the surrounding surface, 
the nipple occupying the apex of the mass. The 
areola, which was normally pigmented, was con- 
siderably enlarged and covered the top of the mass. 
The mass felt firmer than ordinary fat and was 
distinctly lobulated. 

Surrounding the base of the mass could be felt a 
well-defined subcutaneous ring with a distinct, 
rather sharp edge. The ring felt like the opening in 
an umbilical hernia, except that the edge of the ring 
was not so thick, while the mass felt very much like 
a mass of omentum in an umbilical hernia. With 
gentle pressure the mass could be pushed back 
through the ring, very much as one reduces an 
ordinary hernia. The breast then resumed a normal 
appearance with the exception of the areola, which 
became wrinkled and puckered. On removing the 
pressure the mass immediately reappeared by sliding 
out again through the ring. As it appeared, the 
rotundity of the breast diminished accordingly. It 
was evident that the mass was the gland proper 
which had slipped through a rather large opening in 
the subcutaneous fascia which normally covers the 
breast and retains it in place. 

Under local anesthesia four small incisions, each 
about 8 mm. in length, were made in a radiating 
direction, dividing the circumference of the areola 
into four equal parts. The incisions extended 
through the skin and were located just within the 
ring of subcutaneous fascia through which the 
breast was escaping. A long straight needle threaded 
with soft twisted silk was introduced through one of 
the small incisions so as to pick up the edge of the 
ring. Several stitches were taken in the edge of the 
ring until the point of the needle had reached the 
next small incision 90 degrees removed, when the 
needle was brought out. It was then re-introduced 
through the same opening and the next 90 degrees 
of the circumference of the ring taken up in the same 
way, and the needle brought out at the next small 
incision. This procedure was repeated around the 
edge of the ring until the needle was finally 
brought out at the incision through which it first 
entered. 

There was now a circumferential subcutaneous 
stitch in the edge of the ring; three more stitches 
were placed in the same way, each a little farther out 
in the edge of the ring, making four rows of silk 
sutures surrounding the opening. The sutures were 
then drawn up, narrowing the ring, but leaving it 
large enough to give free passage to the ducts leading 
to the nipple. The threads were all tied, the ends 
cut short, and the four small incisions closed with 
horsehair. 

The result of the operation has been very satis- 
factory, and at the end of a year there has been no 
recurrence. Epwarp L, CorNELL. 
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Manfredi, L.: A Case of Diplococcic Empyema 
with Early Perforation in the Lung (Su di un 
caso di empiema diplococcico perforato precoce- 
mente nel polmone). Policlin., Roma, 1917, xxiv, 
sez. med., 462. 


A case of empyema in a soldier is reported. After 
six days of fever, signs of incipient diplococcic pleu- 
ritis appeared. Puncture of the left pleural cavity 
drew a seropurulent fluid containing capsulated 
diplococci. On the eleventh day the patient vomited 
about 350 ccm. of purulent coffee-colored fluid. 
A thoracentesis drew similar fluid in which the 
diplococcus was found but only sparsely. 

Purulent pleuritis, which is usually a secondary 
manifestation, may be due to different micro-organ- 
isms, but it is usually due to the pneumococcus. 
The figures of different investigators show that from 
39.4 to 82 per cent of cases are pneumococcic. 
Others find the streptococcus to be the most usual 
agent. A purulent pneumonic pleuritis usually 
terminates by vomiting, but this does not usually 
occur until between the fifteenth and thirtieth day. 
The opening of the empyema into the lung on the 
eleventh day in the case reported seems worthy of 
notice. W. A. BRENNAN. 


Hoxie, G. H.: The Adult Thymus and Its Two 
Types of Dysfunction. J. Missouri St. M. Ass., 
1917, xiv, 389. 

The author gives the embryology and anatomy 
of the thymus gland with a detailed description of 
the microscopic histology. The symptoms of per- 
sistent or enlarged thymus in children are largely 
mechanical due to pressure, as obstructive dyspnoea 
and oppression of the upper chest, accompanied by 
the physical findings of submanubrial dullness with 
possibly stridor over the manubrium due to com- 
pression of the trachea by the enlarged thymus. 
The X-ray shows distinctive thymus shadows. 
In adults the symptoms, usually due to internal 
glandular secretion, are manifested by weakness, 
shortness of breath and weakness of apparently 
strong muscles, practically myasthenia gravis, 
minus bulbar symptoms. 

Fluoroscopic examination differentiates it from: 
(1) substernal thyroid in which the mass moves with 
swallowing; (2) enlarged aorta or aneurysm which is 
manifested by pulsation; (3) peribronchial lymph 
glands in which the clear space anterior to the 
spine is filled. A positive D’Espine confirms the 
latter. Microscopic examination of tissue shows a 
predominance of lymphoid elements in the hyper- 
plastic thymus of childhood, the influence being 
mainly mechanical. Where history demonstrates 
endocrine disturbances as in reactivated thymus 
glands in adults, the epithelial elements pre- 
dominate. 

The treatment in children consists of the opera- 
tive removal of the gland or its destruction by X-ray. 
In adults thyroid and sex glandular extracts are 
used, the latter apparently being antagonistic to the 
thymus. Hypodermic arsenic is a valuable adju- 


vant. If unavailing, heavy therapeutic X-ray doses 
or excision of the gland may be resorted to. 
H. H. 


TRACHEA AND LUNGS 


Rowland, V. C.: Tracheal Displacement and 
Compression in Intrathoracic Disease. Cleve- 
land M. J., 1917, xvi, 715. 

Rowland believes that the frequency and degree 
of tracheal displacement and compression in intra- 
thoracic disease are not generally appreciated. 
Many of the symptoms in intrathoracic disease are 
due to involvement of the trachea. A symptoma- 
tology of tracheal displacement per se may be 
established, which is of practical value in diagnosis 
and treatment. These changes in the trachea are 
most commonly present in tuberculosis. In early 
mild grades there is frequently a marked convexity 
of the trachea, usually toward the affected side, 
best seen on X-ray plates. Sometimes there is also 
anteroposterior flattening and sometimes rotation 
by traction. In fibroid processes at the apex tracheal 
displacement may be extreme. In large pleural 
effusion or empyema angular displacement of the 
trachea may produce the typical dry, brassy cough 
of aortic aneurism. Mediastinal tumor, tuberculous 
bronchial glands, Hodgkin’s disease, and even the 
cold abscess of Pott’s disease, by pressing on the 
root of the trachea may produce such a cough. 

The subjective symptoms of tracheal displace- 
ment and compression, independent of underlying 
cause, are cough, dyspnoea, stenotic stridor and 
bronchial spasm. The cough is of a dry, irritative 
type. Dyspncea is due to tracheal stenosis. 

Objectively, inspection and palpation of the neck 
may show displacement. The X-ray shows marked 
displacement of the mediastinum and of the posi- 
tion of the trachea. Laryngoscopic examination 
may show a rotation of the vocal cords through an 
angle as high as thirty degrees. Percussion may 
give an overtone of tympany and bronchial breath- 
ing at the apex on the side toward which the trachea 
is displaced. 

Marked tracheal displacement is in general a 
contra-indication to artificial . pneumothorax be- 
cause it implies the presence of pleural adhesions. 
Absence of tracheal displacement is evidence of 
only a little or of no fluid in the pleural cavity. 
Displacement of the trachea helps to differentiate 
hemothorax from conditions which may simulate it, 
such as pneumonia and the progressive collapse of 
the lung from bullet wounds, as in cases reported 
from the front. C. A. HEDBLoM. 


Jackson, C.: A New Method of Working Out 
Difficult Mechanical Problems of Broncho- 
scopic Foreign Body Extraction. Laryngoscope, 
IQ17, XXVil, 725. 

In cases of foreign bodies lodged in the bronchi 
which prove difficult to remove, and in which the 


use of stock instruments has been unavailing,‘the 
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author has been able to solve the problem by means 
of probes and various forms of instruments bent 
and made to suit the purpose demanded by the 
mechanical problem presented in the particular 
case. These were tested out on a manikin, and if 
successful, were used on the patient, usually with 
success. 

The author concludes the following: 

1. Tool-steel probes formed by the broncho- 
scopist himself to suit the particular case are an 
addition to the means of solving mechanical prob- 
lems of bronchoscopic foreign body extraction. 

2. To pursue a foreign body downward is to 
court disaster. 

3. Care is necessary to avoid forming hooks that 
could catch in the bronchi or become entangled in 
the foreign body. The shape should be such as to 
favor unscrewing out, if caught. H. H. Fremica. 


Murphy, J. W.: Bronchoscopy and sophagos- 
copy. N. Y. St. J. Med., 1917, xvii, 513. 


The author first used the Kirsten laryngeal 
speculum in 1894 for the direct examination and 
treatment of the larynx. Later, with the evolution 
of the bronchoscope and cesophagoscope he was able 
to extend his examinations below the vocal cords 
and into the inner recesses of the lungs and the 
entire oesophageal tract. There followed a multi- 
plicity of instruments of various designs, so that it 
was difficult to decide between the good and the 
bad and a rather expensive outfit seemed necessary. 
Experience has proved that such is not necessarily 
the case and that good work can be done with a few 
well-selected instruments. 

The technique suitable for this line of work is 
obtained only by long practice. Jackson finds after 
years of experience that he is able to do his’ most 
satisfactory work with many of his earlier devised 
instruments. No instrument has yet been devised 
that can overcome a faulty technique. Delicate 
manipulation at the end of a long narrow tube, with 
the vision of only one eye available, requires con- 
tinued practice. 

The suspension method of Killian at first pre- 
sented many difficulties, but many of these have 
been overcome by the modified technique of Lynch of 
New Orleans. The mechanics applied in suspension 
laryngoscopy, if not properly directed, are capable 
of causing serious and permanent damage. Under 
the suspension method the entire larynx is exposed 
and both hands are free to do any surgical work 
required. For operative and diagnostic purposes, 
this method is ideal. 


The position of the patient for bronchoscopic and . 


cesophagoscopic work is a question each operator 
must decide for himself. Some prefer the prone 
position, others prefer the upright position. 

The question of whether to use an anesthetic, 
either local or general, is often difficult to decide. 
In the case of children with a foreign body in the 
bronchi, the author prefers to use no anesthetic, 
either local or general. One of the great dangers 


in this line of work is a prolongation of the examina- 
tion in an attempt to extract the foreign body. 
Several short examinations are preferable to one 
prolonged examination. 

The author regards every foreign body in the 
bronchi or cesophagus-as dangerous, and the longer 
the removal is delayed, the more serious the progno- 
sis becomes. The author has had 3 fatalities out of 
112 cases, and the more he sees of this work, the 
more he is convinced that every foreign body in 
the bronchi or cesophagus is dangerous to the life 
of the patient. 

The author reports a case in which a metal cap 
from a beer bottle was successfully removed from 
the oesophagus of a five-year-old boy, where it 
had been for eight months; he also removed a sliver 
of chicken bone that had been pushed under the 
mucous membrane of the cesophagus, in an attempt 
to force the foreign body on into the stomach. 


Petit de la Villeon: Presentation of 25 Cases Oper- 
ated upon for Intrapulmonary Projectiles 
(Presentation de 25 blessés operés de projectiles 
intrapulmonaires). Bull. Acad. de méd., Par., 1917, 
Ixxvili, 604. 


In the cases reported the extraction was always 
made under the guidance of the radioscopic screen. 
The projectile particles were situated in the lung at 
depths varying from 3 to 10 cm. in the parenchyma; 
all were cured without complication. 

Since opening a new service in Paris the author 
has treated 104 cases. All recovered. His total 
statistics show 234 cases operated upon for intra- 
pulmonary projectiles, with 233 recoveries. 

W. A. BRENNAN. 


Jacobaeus, H. C., and Key, E.: Some Experiences in 
the Operative Treatment of ‘Tuberculosis 
(Einige Erfahrungen von operativen Eingriffen bei 
Lungentuberkulose). Nord. Ark., Stock- 
holm, 1916, xlix, Kirurgi, H. 6, No. 23. 

Concerning the operative treatment of tuberculo- 
sis, the authors agree that thoracoplasty is only 
indicated in cases where pneumothorax treatment 
has failed or is not applicable. The forms of 
tuberculosis which yield the best results to this 
treatment are those of shrinking chronic phthisis 
with one lung cavernous, and symptoms of dis- 
placement of heart and trachea. The results in 
the operated cases have verified this view. It is 
also indicated in cases of unilateral lung tuberculosis 
with repeated hemorrhages. : 

In cases where there is partial destruction of one 
lung with cavernous areas in the superior lobe but 
a relatively sound inferior lobe, a thoracoplasty 
would entail a considerable loss of sound paren- 
chyma. Such cases must be considered individual- 
ly; it may be possible to apply pneumothorax above 
the inferior lobe, and a thoracoplasty over the 
superior lobe in adaptable cases. Encouraging 
results have been obtained by the authors and 
others in such cases. 
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Generally the authors recommend relatively 
early operative intervention in cases where a suffi- 
cient pneumothorax cannot be obtained. Sana- 
torium treatment of cavernous cases gives only 
temporary improvement and even after years of 
treatment complete recovery is seldom obtained. 
It is known that tubercular foci in a sound Jung are 
curable after thoracoplasty; but the operation puts 
a great strain on the organism. The author thinks 
that the indications of extension of the tubercular 
process should be very strong to warrant thoraco- 
plasty as against pneumothorax in such cases. 
The advantage of thoracoplasty is that it does not 
give rise to pleural exudate, which is an ominous 
accompaniment of pneumothorax. 

The topographical location of tubercular foci, 
enlargement of glands, concomitant changes in the 
larynx, etc., if contra-indications for operative inter- 
vention, are generally also contra-indications for 
pneumothorax. 

Different authors give varying indications for 
thoracoplastic intervention. Quincke recommends 
operation in fibrous forms with a cavernous con- 
dition of the superior lobe; Spengler emphasizes 
the shrinkage of the lung and recommends operation 
in cases with chronic empyema; Turban requires 
total or almost total destruction of one lung with 
tendency to shrinkage and a rigid chest wall; 
Lederer operates only in progressive slowly de- 
veloping cases with destruction extending over 


the whole lung; Friedrich holds that protracted 
hemorrhage is the chief indication for operative 
treatment. 

The authors believe that the topographical ex- 
tent of the tubercular process in the healthy lung 
is not a determining or decisive factor for operation; 
but rather that the indications must be obtained 


‘from the symptoms and tendency of the case. 


W. A. BRENNAN. 


HEART AND VASCULAR SYSTEM 


Fredet, P.: Extraction of a Fragment of Shell from 
the Anterior Wall of the Right Ventricle 
(Extraction d’un fragment d’obus logé dans la 
paroi antérieure de ventricule droit). Bull. et mém. 
Soc. de chir. de Par., 1917, xliii, 1887. 


The patient in the case reported was operated 
upon more than 6 months previously. Recent 
electrocardiograms show satisfactory results. It 
appears that if the traumatism has not destroyed 
any important center in the heart, and if surgical 
interference has respected vital centers, wounds of 
the heart recover without any functional trouble. 
This offers encouragement to the surgeon to proceed 
when the indications are compelling, as for instance 
when a projectile is free in the cavity. Operation 
does not run any risk of aggravating the situation 
by giving rise to functional disturbance. 

W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Reynders, R.: Posterior Drainage in Abdominal 
Surgery (Le drainage postérieur en chirurgie du 
ventre). Arch. méd. belges, 1917, 1xx, 1009. 


The author emphasizes the value of abdominal 
drainage, based on his experience as a Belgian army 
surgeon. He finds that the gauze drain is for given 
reasons the most satisfactory in abdominal work; 
but that in order to make the mechanism of drainage 
satisfactory it must be from above downward and 
not, as now used in abdominal surgery, from below 
upward. 

He reports two cases of soldiers who had re- 
ceived shrapnel wounds with the entry orifice 
in the right lumbar region. In both cases the 
posterior entry orifice was stripped and the pro- 
jectile trajectory followed until the peritoneum was 
reached. This was found open, allowing the exuda- 
tion of foul-smelling fluid. A lateral laparotomy at 
the extreme edge of the right rectus was made, and 
after the lesions were treated, two mesh drains were 
placed, one leading to the anterior laparotomy in- 
cision and the other to the wound orifice. On the 
following days the author found when renewing the 
dressings that the anterior mesh was scarcely moist 


while the posterior mesh was quite wet. Drainage 
was almost exclusively posterior. 

The creation traumatically of a counter-incision 
to the anterior incision of the laparotomy has shown 
the author that a posterior drainage of the abdomen 
is possible and effective. Such a drainage is theo- 
reticaliy best because when the patient is in de- 
cubitus the drainage is from above downward. 

In order to establish a site for the counter-in- 
cision in posterior drainage, the author refers to 
that space between the inferior pole of the kidney 
and the iliac crest, inside the colonic area, extending 
about 4 cm. to the right and 5 cm. to the left, where 
the abdominal wall is composed only of serosa, 
muscles and skin. Petit’s triangle is in this space, 
and every surgeon can easily find it. The patient 
may be placed in slight lateral decubitus, right or 
left, according to the case, the pelvis a little high and 
the lower limbs flexed. Anterior drainage through 
the laparotomy wound facilitates posterior drain- 
age. 

The author criticizes the ventral decubitus which 
was recently recommended after laparotomies by 
Lerda. The position is painful for the patient and 
the author finds many disadvantages in it from 
a surgical viewpoint. W. A. BRENNAN. 
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Meyer, W.: Rectangular Flap Incision for Opera- 
tions Within the Upper Abdomen. J. Am. M. 
Ass., 1917, lxix, 1677. 

The author reviews the tendency to deviation 
from the usual incision in the long axis of the body 
as shown by the work of Trendelenburg, Pfannen- 
stiel, and Sprengel. The latter showed that the 
tendency of the wound edges in the longitudinal 
wound was to gape under strain, while the trans- 
verse incision tends to approach its borders under 
the same conditions. More recently in this country 
Farr, Moschcowitz, and the author have called 
attention to the decided advantage of the trans- 
verse incision, in that closure is easy; a reopening 
will hardly ever occur, even if the wound becomes 
infected; and necrosis of fascia in case of infection 
within the abdomen occurs rarely. 

The disadvantages of the transverse incision in 
the upper abdomen are the difficulty in removing 
the appendix, insufficient exposure in gall-bladder 
cases, and inability to properly rotate the liver in 
the same cases. To overcome the first difficulty, the 
author has at times extended the right end of the 
incision downward. 

The author describes the two types of rectangular 
flap incisions for operations within the upper abdo- 
men, especially on the right side. The first of these 
was proposed by Koenig and Kehr and consists in 
making an incision through all the layers of the 
abdominal wall from the xiphoid along or through 
the inner border of the right rectus, and then 
extended at right angles to about the anterior 
axillary line. Before dividing the rectus it is 
stitched to the fascia as in the ordinary transverse 
incision. The access obtained is excellent. Drains, 
if needed, may emerge at either the upper or lower 
angle. 

In the other, or Perthe’s incision, a rectangular 
skin muscle flap is raised. All the structures down 
to the posterior sheath of the rectus and peritoneum; 
the muscle being stitched to the anterior sheath 
- only, are incised and reflected back to the costal 
margin. The abdomen is then opened parallel to 
the costal margin and one-third of an inch in front 
of the point of exit of the two intercostal nerves. 

The principal advantages of this incision are: 

1. Wide access is gained to the upper abdominal 
cavity, much better than by the longitudinal or 
transverse incision. 

2. There is the same preservation of the muscle 
innervation as in type one, a factor which gains in 
importance in strong muscular male patients. 

3. The incision through the posterior sheath of 
the rectus and the peritoneum, down to its lower 
angle, is nowhere in the same line with the skin 
incision. It is situated on a higher level and runs 
in a different direction than the transverse cut 
dividing the anterior sheath of the rectus and the 
muscle, a point which greatly adds to the firmness 
of the resulting abdominal scar, and thereby guards 
against the occurrence of a ventral hernia, even in 
suppurative cases. 


4. The oblique cut through the transverse fascia 
and peritoneum usually meets the very border of 
the liver, or, in cases of ptosis, its convexity is the 
same as the Courvoisier incision, which practically 
runs in the same direction as the oblique cut in 
Perthe’s incision; however, it divides all the layers 
of the abdominal wall in one and the same line, 
including the nerves. The liver can be turned 
upward or pulled out in front of the abdominal 
wall, as the case may require and the fixation of the 
liver will permit. 

5. The small jntestines do not crowd into the 
wound; usually only the omentum and the colon, 
or the omentum; the colon and the pyloric end of 
the stomach with the duodenum come into view. 
The small intestines remain protected; less packing 
is required. 

6. On the left side of the median line, the addi- 
tional cuts made through the seventh costal cartilage 
near the sternum and from the seventh to the tenth 
individual rib cartilages near their junction with 
the bony substance, as needed for the osteoplastic 
raising of the costal arch in stomach operations near 
the cardia, are rendered easier than in type one. 
The costal arch is to be approached in this osteo- 
plastic operation underneath the belly of the rectus 
muscle, and above the transverse fascia. Here it 
can be easily and thoroughly exposed. 

Drainage is carried out at either end of the in- 
cision. The patient must be completely relaxed by 
sufficient anesthesia and elevation of the upper 
part of the body. The posterior sheath of the 
rectus and the peritoneum are closed by a con- 
tinuous, not interlocking, catgut suture and the 
anterior sheath of the rectus is then stitched, after 
having placed two cigarette drains beneath the 
flap. Closure is facilitated by placing one inter- 
rupted suture at the angle, and one silkworm-gut 
may be used at this point. The skin is closed by 
fine catgut or silk. After operation the patient 1s 
placed in an exaggerated right Syme’s position for 
the first twenty-four to thirty hours. 

The author has used the rectangular incision of 
the first type in 3 cases, and the second or Perthe’s 
type in 21 cases. The latter, in particular, on ac- 
count of the excellent exposure and ease of closure, 
represents a valuable addition to our resources. 
No one incision represents a panacea. One must 
adapt the incision to the individual case, and not 
the case to the incision. S. A. CHALFANT. 


Stassen, M., and Voncken, J.: The Peritoneum in 
War Surgery (Le péritoine en chirurgie de guerre). 
Paris: Bailliére et Fils, 1917. 

The extensive study of war wounds involving 
the peritoneum comprising 160 pages by the Belgian 
surgeons Stassen and Voncken is a first hand con- 
tribution based on their actual clinical experience 
in one of the large hospitals on the Yser front. 

The authors class abdominal injuries according 
to the following general scheme: (1) extraperitoneal, 
(a) parietal or (b) visceral; (2) intraperitoneal, 
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(a) without rupture of the intestinal tract, or 
(b) with intestinal tract rupture, univisceral or 
multivisceral. 

A wound involving the external osteomuscular 
wall only or an organ in the visceral space without 
touching the serosa is an extraperitoneal wound. 
Chapters are devoted to the discussion of parietal 
and visceral extraperitoneal wounds with clinical 
illustrative cases. 

Visceral extraperitoneal wounds have given the 
authors symptoms more marked, more lasting, and 
more alarming than parietal injuries. Such symp- 
toms have often caused doubt between a true and 
false penetration of the peritoneum. 


The symptoms which give the impression of ' 


peritoneal penetration are: dullness over the liver, 
muscular rigidity of all or part of the anterior wall, 
vomiting, small pulse, facies abdominalis, stoppage 
of flatus and feces which persists more than twenty- 
four hours, retention of urine, traumatic shock. 

Any one or more of these signs may show in an 
abdominal wall injury, but the occurrence of all 
together is rare. When the whole syndrome is 
observed, the reason is often found in causes out- 
side the peritoneum. Before the war the existence 
of any of these symptoms would usually have been 
considered by many authors as indicative of intra- 
peritoneal penetration, but the authors show that 
these symptoms can exist in clearly negative lesions 
which do not involve the peritoneal cavity. For 
instance, tympanites was observed in 56 per cent 
of their series of extraperitoneal wounds. 

Regarding intraperitoneal wounds without per- 
foration of the digestive tract, it seems at first view 
that active operative intervention does not effec- 
tively cure patients who would recover spontaneous- 
ly. The authors think, however, considering the 
circumstances of time and place at the front, and 
the arrival of wounded in the hours immediately 
following the traumatism when there is often no 
pathognomonic symptom demanding intervention, 
that because of the necessity of intervention in 
cases where a perforation actually exists, an explora- 
tory laparotomy should be done. There can be no 
certainty concerning the identity of the lesions and 
the symptomatology so as to permit a policy of ab- 
stention to be followed. In 16 early cases in which 
the authors refrained from operation 11 died and 
autopsy showed that in ro of these there were multi- 
visceral peritoneal lesions. 

The cases of intraperitoneal univisceral wounds 
observed have clearly shown that there are no 
early pathognomonic symptoms. There is no sign 
which differentiates them from non-penetrative 
wounds. The classical syndrome was only clearly 
observed in 7 out of 16 actual cases. Generalized 
rigidity of the anterior muscular wall was only seen 
in 8 of these cases; other symptoms occur similarly. 
The special conditions in which a surgeon is placed 
at the front oblige him to waive indications and to 
proceed at once to operate in order to dispel any 
doubt. To wait for the development of positive 


signs of perforation is generally to abandon the 
chance of saving the patient. 

In 180 cases of operated univisceral wounds the 
authors have had 65 recoveries and 115 deaths. 
In 119 cases of multivisceral wounds there were 16 
survivals and 103 deaths. 

All the signs of peritonitis which are observed in 
patients without peritoneal perforation are found 
also in true perforations and it is only a question of 
degree which differentiates one from the other. 
There is no absolutely constant symptom. There 
is perhaps only one sign which denotes peritoneal 
perforation, viz., the rigid abdomen, especially 
when accompanied by a clear superior costal respira- 
tion. But it is not always present even in the 
later stages. Thus this important symptom which 
is not usually found in non-penetrative lesions can- 
not be relied upon to be present in true penetrating 
wounds. 

As regards treatment, cases with a suspected 
perforating wound of the digestive tract ought 
to be operated upon immediately at the advanced 
operating posts two or three miles from the firing 
line and ought not to be exposed to the risks which 
occur in evacuation to distant hospitals. This rule 
applies even when the wound orifice is at a distance 
from the peritoneum when the trajectory might 
cause a supposition of a peritoneal lesion. At the 
advanced surgical post examination and diagnosis 
is made. If the wound is in the abdominal region 
the trajectory should be systematically followed 
layer by layer until the projectile is reached. Often 
this is found to be extraperitoneal, and unnecessary 
opening of the peritoneal cavity can be avoided. 

Through and through wounds which do not at 
first suggest positive penetration are best treated 
by a.median explorative laparotomy. In all doubt- 
ful cases recourse should be made to exploratory 
laparotomy. 

The authors think that even in the case of those 
badly shocked who show the complete abdominal 
syndrome and whom massive infusions have failed 
to revive, operation should be the rule. Such a 
condition may be due to an intense hemorrhage. 
and if so, the only chance is to close the bleeding 
vessel. It is impossible actually to differentiate 
between traumatic shock and hemorrhagic shock. 
Even at the risk of adding the operative shock to 
the traumatic shock, the authors think that it is 
the surgeon’s duty to proceed systematically with 
operation because the wounded man has the chance 
of being saved from acute anemia. 

The article offers a detailed study of the clinical 
aspect of abdominal lesions to those who are in- 
terested. W. A. BRENNAN. 


Slattery, R. V.: An Operation for the Radical Cure 
of Inguinal Hernia. Lancet, Lond., 1917, cxciii, 
455. 

The operation is described in the following steps: 

The inguinal canal is operated upon as in Bas- 

sini’s operation. The cord is freed from its bed and 
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retracted; the sac is isolated and dealt with; the 
weak fascia between Poupart’s ligament and the 
conjoined tendon is picked up with forceps and is 
divided parallel to Poupart’s ligament, care being 
taken not to injure the deep epigastric vessels. 
The fascia tranversalis is freed thoroughly from the 
retroperitoneal fatty tissue both upward under the 
conjoined tendon and downward to expose the deep 
aspect of Poupart’s ligament. The fleshy arch of 
the internal oblique muscle is retracted; forceps are 
applied to the glistening fascia on the deep aspect 
of the conjoined tendon so as to draw it into the 
wound. This fascia brings with it the lower 
aponeurotic portion of the transversalis muscle. 
The mattress suture is used to approximate the 
fused fascia and aponeurosis to the deep aspect of 
Poupart’s ligament. The outermost suture is 
introduced first. The aim is to restore the fascial 
internal abdominal ring, placing the restored ring 
under the supporting fibres of the internal oblique 
muscle. By carefully retracting Poupart’s liga- 
ment forward and passing the needle from within 
outward to emerge where Poupart’s ligament 
blends with the fascia lata of the thigh, these sutures 
are safely introduced. It is important that the 
remains of the fascia transversalis still adherent to 
Poupart’s ligament should not intervene between 
the opposed structures; this is easily avoided if the 
fascia is retracted forward with Poupart’s ligament. 
When tying the mattress suture nearest the ab- 
dominal ring, care should be taken not to narrow 
that ring unduly. The cord is allowed to fall back 
into its bed. The external oblique aponeurosis is 
sutured and the wound closed. E. C. RosrrsHex. 


Brossy, J.: The Hernia Operation in Children, and 
Its End-Results (L’opération de la hernia chez 
les enfants et les résultats éloignés). Rev. méd. de 
la Suisse Rom., 1917, XXxvii, 473. 


Brossy ’s study is based on 287 operated cases 


_ seen after a minimum period of 9 years after opera- 


tion. The operations were carried out in the 
Children’s Hospital at Lausanne between 1888 and 
1905. During this period 333 cases of hernia were 
operated. There was no case of crural hernia in 
the whole series; the majority were inguinal. 

As regards inguinal hernia, those who are familiar 
with infantile surgery will realize that there are 
two distinct types. In one the peritoneal sac and 
tunica-vaginalis process are identical, and separation 
is difficult and artificial. In the other the sac is 
quite independent and is easily separated from the 
cord and testicle with which it has no relations. 
This simple classification corresponds to the facts, 
and is capital from the operative viewpoint. Of 
215 operated cases in recent years 21 were found to 
be of the first variety; in 12 there was difficulty in 
separating the sac and in 182 it was quite easy to do. 
Visceral adhesions are not met with, as in the case 
of adults; the contents are always free and reducible. 
In these 215 cases, ectopia was found only 7 times. 

As regards sex incidence, inguinal hernia was 


observed in 28 cases in girls, as against 215 in boys. 
In 19 of the 28 cases the hernial sac was intimately 
related with the round ligament, ovary or tube. 
Strangulation was observed only in 6 cases out of 
250. 

With regard to mortality, of 642 cases operated 
upon for hernia between 1888 and 1o915, 9 died 
during their stay in the hospital; 2 of these were 
not due to operation, and 4 deaths were apparently 
due to the conditions of hospitalization, which were 
not good at Lausanne prior to 1912. Brossy thinks 
that children of tender age should never be operated 
upon without necessity except in an especially 
suitable hospital. Of the 9 cases of death, 5 were 
double inguinal hernia, a mortality of 55 per cent. 
Of these reviewed, 13 per cent had a hernia of this 
variety. 

Brossy states that the radical operation for in- 
guinal hernia in children gives excellent end-results 
when carried out under suitable hospital condi- 
tions. - Operation is easier than in the adult, as 
many of the secondary deformations have not had 
time to develop. In infants under twelve months 
operation is indicated only in certain conditions, 
menaced strangulation, large unmanageable hernia, 
etc. Above twelve months the indications for 
operation occur in the large majority of cases if 
conditions are otherwise satisfactory. The limit of 
two years which is generally admitted as the lower 
limit of operability does not appear to the author 
to have any precise bearing. 

As regards the operative method a simple opera- 
tion was carried out in 20 cases. These gave 20 
per cent recurrences. The author therefore thinks 
this procedure is unfavorable and to be condemned 
without discussion. 

A table gives complete statistics showing the sex, 
the side attacked by hernia, and the age at time of 
operation. 

Of these 299 cases of operated inguinal hernia, 
236 have been followed more than 9 years with the 
following results: For right inguinal hernia, there 
were 121 persistent recoveries; for left inguinal 
hernia, 67 recoveries; for double inguinal hernia, 
27 recoveries; for double inguinal hernia, operated 
on one side only, 5 recoveries. Recurrences of 
right inguinal hernia were 13; left inguinal hernia, 4. 

This shows 6.44 per cent recurrences and 93.56 
per cent cures and justifies the radical cure in infan- 
tile inguinal hernia. The recurrences were gener- 
ally in boys and the majority of these were operated 
late, i. e., between 4 and 8 years. 

In addition to the inguinal cases, 25 cases of 
umbilical hernias were observed in 19 boys and 6 
girls. Of these 16 were operated and all are per- 
fectly cured. 

The author’s general conclusion from all the 
cases is that the radical treatment of hernia in 
children is an excellent operation and that its end- 
results are far superior to those obtained in the 
adult. The older the child, the greater are the 
chances of recurrence. W. A. BRENNAN. 


q 
if 
a 

a 

q 

| 

ii 

q 

| 

. 


236 


Mayo, C. H.: Enterostomy and the Use of the 
Omentum in the Prevention and Healing of 
Fistula. Ann. Surg., Phila., 1917, lxvi, 568. 


The author gives in detail the handling of a case 
of postoperative obstruction and the performing 
of an enterostomy. 

In the majority of cases the obstruction occurs 
during the first few days following an operation. 
In obstruction of the small intestine there is more 
danger of toxemia; in the large intestine, from per- 
foration and peritonitis. 

After abdominal operations there is usually 
stasis for twenty-four hours, which acts as a pro- 
tective measure. 
operation. If there is no relief, lavage, laxatives, 
hypodermic injections of pituitrin or eserin are 
given during the second night and third day. If 
these do not bring relief, it is concluded that the 
obstruction is complete. The patient vomits and 
is toxic. On the evening of the third day or the 
morning of the fourth he is taken to the operating 
room and the incision opened. If there is general 
peritonitis an enterostomy is made without ex- 
ploration. If there is no peritonitis, exploration is 
made and the cause, which is usually an adhesion, 
is removed; then, of course, enterostomy is not 
necessary. If operation is delayed until late in the 
fourth day, toxic paresis may complicate the 
existing conditions. 

In early operation the incision is opened; in late, 
a second incision may be advisable. A low-lying 
loop of distended bowel is brought up, a segment 
freed of gases or fluids and controlled by rubber- 
covered forceps above and below. At a point op- 
posite the mesentery a silk purse-string suture with 
a diameter of about half an inch is applied. A per- 
foration of the bowel is made in the center with a 
knife or cautery and a No. to or No. 12 catheter is 
inserted several inches into the intestine. Two 
successive purse-strings may be used, by the Stamén- 
Kader method, or that of Witzel, depressing the 
catheter into the wall and suturing the folds for a 
distance of one and one-fourth inches. For security 
and to promote healing, the author passes the 
catheter through the perforated omentum and for 
fixation includes the parietal peritoneum, the omen- 
tum and intestine in three sutures. 

The loop of bowel used may be high in the in- 
testinal tract, leaving but a small amount for 
nutrition. In this case it is necessary to institute 
rectal feeding and saline infusions until the ad- 
hesions subside. 

A fistula may occur at the point of enterostomy 
if it is made without the protection of the omentum; 
the omental graft furnishes granulation to aid in 
the closure. If a fistula occurs it may be closed by 
the Dowd-Pallister method, by inserting through it 
into the intestine an oblong button held by thread 
in the eyes, or through a perforation in the obturator 
which holds it up against the wall of the bowel at 
the point of leakage; the threads are then passed 
through a flat button on the skin side of the fistula. 


Enemas are given the day after - 
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When granulations form, the threads are cut and 
the inner button passes through the intestine, 
_C. A. Bowers. 


GASTRO-INTESTINAL TRACT 


Broders, A. C.: Tuberculosis of the Stomach, with 
Report of a Case of Multiple Tuberculous. 
Ulcers. Surg., Gynec. & Obst., 1917, Xxv, 490. 


The author reviews the entire literature on the 
subject, giving a bibliography. He reports a case 
and reaches the following general conclusions: 

1. Little was known of gastric tuberculosis before 
the middle of the nineteenth century. 

2. Gastric tuberculous lesions have practically 
the same gross and microscopic appearance as. 
tuberculous lesions of the intestines. 

3. A specific reason for the relative immunity 
of the stomach to tuberculosis still remains un- 
known. 

4. The gastric juice appears to have a very 
slight effect on the tubercle bacillus unless the 
contact extends over a period of at least twelve 
hours. 

5. It is possible to produce gastric tuberculosis. 
experimentally. 

6. The exact mode of infection is often difficult 
to determine. 

7. The theory that gastric tuberculosis is always. 
secondary to intestinal tuberculosis has been dis- 
proved. 

8. About half of the cases reported as gastric 
tuberculosis should be classified as doubtful or 
rejected. 

9. Adults are affected more often than children, 
the ratio being about 3 to 1. 

to: Males are affected more often than females, 
the ratio being about 2 to 1. 

11. Ulcer is the predominating lesion in the posi- 
tive and probable cases, constituting 81.6 per cent 
of the former, and 80.5 per cent of the latter. 

12. The lesser curvature is the most frequent 
site of the ulcer or ulcers in the positive cases, the 
pylorus in the probable cases and in a combination 
of the positive and probable cases. 

13. In tuberculosis of other organs associated 
with gastric tuberculosis, the lungs take first place, 
closely followed by the intestines. 

14. No case of tuberculosis of the stomach has. 
been absolutely proved to be primary in the stomach. 

EpwarbD L. CorNELL. 


Carman, R. D.: Roentgen Diagnosis of Concurrent 
Gastric and Duodenal Ulcer. Am. J. Roentgenol., 
1917, lV, 552. 

The author calls attention to the frequent con- 
currence of gastric and duodenal ulcer and the 
possibility of discovering both conditions in a given 
instance with the roentgen ray. Of 16 patients. 
found at operation in the Mayo Clinic during 1916 
to have such a double lesion, 7 had the condition 
diagnosed before the operation by the roentgen 
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examination. The presence of a “niche” in the 
gastric contour which is pathognomonic of gastric 
ulcer, and either a coincident definite and constant 
bulbar deformity or the combination of gastric 
hyperperistalsis with a six-hour retention, which 
are safely diagnostic of duodenal ulcer, indicate the 
existence of a double lesion. In some cases definite 
signs of one or the other condition are lacking and 
findings common to either lesion alone may render 
correct interpretation extremely difficult. 

Case histories of two typical cases with roentgen 
photographs are given and several other cases are 
illustrated. In view of the fact that a purely 
clinical diagnosis is obviously not feasible in such 
cases, the roentgen examination must be depended 
on largely in establishing the presence of the con- 
dition. Hartunc. 


Castex, M. R.: Syphilis in the Etiology of Gastric 
and Duodenal Ulcer (La sifilis en la etiologia de 
las ulceras gastricas y duodenales). Prensa méd. 
argent., 1917, iv, 194. 

Castex says that modern authors give little heed 
to lues in the etiology of gastric and duodenal ulcer. 
Within the past few years he has had the occasion of 
observing certain cases of gastric and duodenal ulcer 
and has become convinced that the larger per- 
centage of gastroduodenal ulcers have a syphilitic 
etiology. The clinical histories of these cases are 
given and generally show that the ulceration yields 
to an antisyphilitic medication. The author agrees 
that a causal treatment is the only one capable of 
effecting a radical cure of gastroduodenal ulcer. 

W. A. BRENNAN. 


Rachford, B. K.: Pyloric Stenosis in Infancy. 
Arch. Pediat., 1917, xxxiv, 803. : 


Rachford reports operations for pyloric stenosis 

on three infants between the third and seventh 
weeks after birth and makes certain deductions 
as to the etiology of this condition. 
* In the first case a gastro-enterostomy was done; 
the pylorus was not explored because of the pre- 
carious condition of the infant. In the other two a 
Rammstedt operation was performed; in this the 
circular fibers of the pylorus were severed. All 
three cases recovered. At seven and a half months 
the second case died from an enlarged thymus as 
demonstrated at autopsy. ‘The third case later 
suffered from thymic disease which disappeared 
under X-ray treatment. 

Palmer in a recent paper called attention to the 
frequent association of enlarged thymus and pyloric 
stenosis. 

Examination of the second and third cases 
showed that following the Rammstedt operation 
the pylorus functionates normally and it is the 
author’s belief that it is also much safer and more 
simple than the gastro-enterostomy operation. 
His observation is that in the majority of cases 
pyloric stenosis in infancy is due to an increase of 
the circular muscular fibers due to excessive muscular 


action of some unknown cause and is not con- 
genital, as after the Rammstedt operation the 
hypertrophied muscle entirely disappeared in a 
few months. 

The term congenital hyperplastic or hypertrophic 
stenosis is unwarranted in cases such as these. 
His experience leads him to conclude also that a 
large percentage of these cases get well under medi- 
cal treatment if by this treatment the gastric and 
pyloric irritation is removed. I. E. BisuKow. 


Apfel, H.: Intussusception; Its Early Recognition. 
Arch. Pediat., 1917, xxxiv, 781. 


In numerous cases cited from the literature it 
was found that those cases of intussusception which 
recovered were operated upon within forty-eight 
hours from the time of appearance of symptoms. 
Cases operated upon in the first twenty-four hours 
gave a mortality of 10 per cent, while the average 
was 50 per cent. ; 

Wallis-says: “I have long been of the opinion 
that methods for reducing the intussusception, 
such as gas, air, etc., should not be attempted and 
should not be taught to students.” 

The author makes a plea for early operation in 
this distinctly surgical lesion, as the mortality in 
the exploratory operation is practically nil as com- 
pared to the high rate when one waits for the appear- 
ance of the classic tumor. Too long a delay, attempt- 
ing mechanical reduction, gives time for swelling 
and oedema, for adhesions to form and for perfora- 
tion and peritonitis to take place. 

In an infant with suspicious paroxysmal vomiting 
and pain, frequent examinations should be made. 

The author reports a case in an infant 9% months 
old. There was a previous history of pertussis, but 
no other illness until eleven o’clock on the night of 
the attack, when vomiting started and continued 
repeatedly until two o’clock. This ceased after 
the mother administered an enema of soap suds. 
Two hours later the vomiting recommenced; an 
enema had no effect. The child continued to have 
paroxysms of pain and vomiting. The mother 
attributed the sickness to the feedings. No fever 
was present, the pulse rate was not increased, there 
was slight rigidity of the neck, and few rAles present. 

Differential diagnosis suggested: (1) acute in- 
testinal obstruction; no diarrhoea was present; (2) 
acute gastritis; (3) meningitis; (4) acute appendicitis. 

During the vomiting paroxysm two peristaltic 
waves were noted, one in the lower abdomen, the 
other in the upper. There was no tumor. No blood 
was passed until just before the operation. An 
ileocecal intussusception was found, which was 
reduced without difficulty, and the child made a 
rapid recovery. Operation was performed nine 
hours after the onset of symptoms. C. A. Bowers. 


Jackson, W. R.: Diverticulitis of the Czcum. 
N. Y. M.J., 1917, cvi, 838. 


The author states that diverticula of the in- 
testines are both congenital and acquired. The 
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sigmoid is more often affected, while diverticulum 
of the small intestine, Meckel’s diverticulum, is 
rare. Multiple and small diverticula are often seen 
in the descending colon and sigmoid. + 

Diverticula vary in size from a grain of wheat to 
a hazelnut or larger and they may contain con- 
cretions and fecal matter. They occur in the old 
more often than in the young and are prone to 
inflammation, like the appendix. 

The most frequent cause of the acquired type 
is constipation in patients whose intestines have 
markedly weak spots where the vessels penetrate 
- walls. Obesity appears to be a causative factor 
also. 

The presence of diverticula may lead to obstipa- 
tion, pocketing, ileus, inflammation, gangrene, 
ulceration, perforation, vesicocolic fistula, and 
thrombosis. Diverticulum of the cecum when 
inflamed will produce symptoms of appendicitis, 
and it is impossible to differentiate it. 

Chronic diverticulitis may become a focus of an 
extensive fibrous area, or “‘fibromatosis,”’ resembling 
carcinoma, and often is diagnosed as such. Pain, 
tenderness, rigidity of the abdominal muscles, 
constipation, tympany, nausea, vomiting, fever, 
swelling and leucocytosis constitute the syndrome 
of diverticulitis. 

The following conditions are to be differentiated 
from diverticulitis: Left-sided appendicitis; tuber- 
culous sigmoiditis; dysentery; leutic, actinomycotic 
and catarrhal sigmoiditis; pelvic inflammatory 
disease; carcinoma of the sigmoid. 

Usually X-ray findings in colon diverticulum are 
very striking and positive. The case reported was 
a diverticulum of the cecum inflamed and gan- 
grenous, and was the size of an apple, measuring 
three inches in diameter. 


Speed, K.: Hzmaturia in Appendicitis. Surg. 
Clin. Chicago, 1917, i, 1097. 

The causes of appendicular hematuria may be 
briefly outlined as follows: 

1. Local: (a) Peri-ureteritis in the appendiceal 
area; hyperemia of mucosa with blood leakage into 
the urinary stream; (b) true ureteritis from direct 
extension; the appendix chronically adherent to the 
ureter or ulcerated into the ureter by an abscess or 
intense neighboring inflammation; (c) pericystitis; 
the appendix near the bladder wall. Same pathology 
as (a); (d) true cystitis from extension as in (b). 

2. General; dependent on the appendicular in- 
flammation: (a) Septic infarcts in kidney, ureter, 
bladder, or prostate; (b) toxic hematuria; (c) 
lighting up of old urethritis or cystitis by acute 
febrile attack. 

Any of these causes may act. The author believes 
that the majority of the instances of bloody urine 
in appendicitis can be traced to the local peri- and 
true ureteritis. Most of the patients reported were 
not intensely toxic. Only one had suffered from 
recent urethritis, and the appendices were mostly 
deep and adherent over the ureteral course. Several 


patients had masses of abscess or inflammation 
palpable through the rectum, some with an appen- 
dix adherent to the bladder wall, but all without 
hematuria. Not one of this series of seven patients 
gave evidence of septic kidney infarcts, and in one 
cystoscopically examined the bladder mucosa was 
normal. The prompt recovery after appendectomy 
proves rather conclusively that local ureteritis is 
the cause of most of these attacks of hematuria 
accompanying appendicitis. 

The diagnosis must consider, of course, kidney 
and ureteral stone and new-growths, cystitis and 
pericystitis, abscess rupturing into the bladder, 
stone and new-growths in the bladder, as well as 
prostatic, seminal, and urethral lesions. Cystoscopy 
is of great help.. I. S. Kort. 


Willits, E. K., and Judell, M. I.: Report of 44 
Appendicitis Operations in Children Under 
Fourteen Years of Age. Calif. St. J. Med., 1917, 
XV, 444. 


The following deductions were made from 44 
operations of appendicitis in children: 

1. Delayed operations lead to abscess in the 
great majority of cases. 

2. Cathartics are detrimental in nearly all cases. 

3.. More rapid recovery occurs when the appen- 
dix is removed in abscess cases. 

The authors believe that the peritoneum of the 
child is more resistant to infection than that of the 
adult. Of the series of cases operated upon, 24 had 
abscess formation, while 14 were of the catarrhal. 
Complications and fatality could be avoided by 
early operations. 

Rupture of the appendix occurred in the follow- 
ing sequence: 15 per cent when operated upon at 
the end of the 1st day; 10 per cent when operated 
upon at the end of the 2nd day; 25 per cent when 
operated upon at the end of the 3rd day; 15 per cent 
when operated upon at the end of the 4th day. For 
the most part rupture occurs in the first forty-eight 
hours, for the cases operated upon in the early stage 
showed small perforations, limited pus formation, 
and good general condition. 

Early abscess formation is due to anatomical 
development of the child, as: manifested by the 
following: 

1. The appendix is located higher up in the 
abdomen, favoring general peritonitis 

2. The opening into the cecum is pr rtionately 
larger, permitting the entrance of faces and in- 
fectious material. 

3. The abundance of lymphoid tissue predis- 
poses to metastatic infection from tonsils, enteritis, 
and exanthemata. 

4. The appendix is longer and the meso-appendix 
shorter, which favors kinking and circulatory dis- 
turbances. 

The symptoms in this series were deceptive, 
because they did not supply an index of the seri- 
ousness of the pathological conditions and thus 
slight pain and tenderness were overlooked. At 
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first the pain was general and as a rule became 
localized later. Rigidity was found at times in the 
right upper rectus region, more frequently in the 
lower right; again in the lumbar region and only 
twice in the left lower rectus region. Vomiting was 
not always present. 

The authors conclude that localized rigidity in 
any part of a child’s abdomen is likely to be appen- 
dicitis. And in the words of Pfaundler, the problem 
is not when to operate but when not to operate. 

M. A. BERNSTEIN. 


Williamson, G. M.: Carcinoma of the Colon. 
J.-Lancet, 1917, Xxxvii, 702. 

The author restates the etiology and most fre- 
quent pathology of carcinoma of the colon and 
cites four cases which upon operation proved to be 
such. In all these cases the symptoms were vague 
and indefinite, consisting of some gastric disturb- 
ance, paroxysmal or persistent abdominal pain, 
constipation or diarrhoea; in three of the cases the 
diagnosis was first made on the appearance of a 
palpable tumor. 

The prognosis is good for cases in which early 
diagnosis and proper surgical interference is made, 
as metastases and involvement of other structures 
occurs late. H. H. Freiicu. 


Yeomans, F. C.: Adenomyoma of the Rectum. 
Tr. Am. Proctol. Soc., New York, 1917, June. 


The following case appears to be unique: 

A woman aged 37, the mother of two healthy 
children, was seen in consultation in September, 
1916, for rectal hemorrhage and pain. The impor- 
tant points of her history were: pulmonary tuber- 
culosis contracted six years before and cured; 
painful menses, the flow diminishing; habitual 
constipation until three years ago. Then occurred 
an attack of diarrhoea lasting five months, and 
thereafter intermittent attacks. For the previous 
year ten or twelve movements occurred daily, con- 
taining blood and mucus. Pain over the sacrum 
was aggravated at the menstrual period and with 
the diarrhoea. 

Physical examination showed the patient to be 
pale but well-nourished; weight, 142 pounds. A 
Wassermann test of the blood was negative. Urine 
was normal. Chest and abdomen were negative. 

A rectal examination was made. Three and one- 
half inches up on the anterior rectal wall just above 
the cervix uteri was a hard fixed, fairly tender mass, 
the limits of which could not be defined. The procto- 
scope showed a superficial ulceration, the size of a 
quarter, at the rectosigmoidal juncture. This was 
red, clean, and bled freely on contact. Vaginal 
examination was negative except that in the poste- 
rior fornix was felt the same mass, apparently the 
size of a guinea-hen’s egg. 

The patient was operated upon in September, 
1917. A left rectus incision was made. No growths 
were found in the liver or other abdominal viscera. 
The tumor was located in the anterior wall of the 


sigmoid just above its juncture with the rectum and 
extended down two inches on the rectum, cervix 
uteri and posterior vaginal wall. The lower third of 
the sigmoid was mobilized including a small portion 
of the posterior wall of the uterus and its cervix, 
and the superior hemorrhoidal artery was ligated. 
Then the abdominal wound was closed, and in a 
lithotomy position the operation was completed by 
extirpation of the rectum, including the posterior 
vaginal fornix. The patient reacted promptly from 
the immediate shock of the operation. The bowels 
acted on the third day, and union of the sigmoid to 
the peri-anal skin Was primary except at one spot, 
which soon granulated. The patient left the hos- 
pital in three and a half weeks and is now well, hav- 
ing normal anal sensibility for bowel actions, which 
occur once or twice daily with normal control. 
Vaginal and rectal examinations show no ab- 
normalities. 

Interest in this and similar tumors in this loca- 
tion centers in: 

1. Origin. Suggested origins are uterine mucosa, 
wolffian ducts and “embryonic rests persisting from 
the fusion of Mueller’s ducts.”” The author’s case 
was clinically an intestinal growth. Ewing, after 
careful study, reported “the most likely origin is 
from superfluous material derived from that portion 
of the lower gut which continues on in the embryo 
to the bladder and allantois, and which normally 
atrophies. Persistence of a portion of this segment 
would furnish a source of smooth muscle and intes- 
tinal epithelium.” He does not think the tumor is 
of Muellerian origin. 

2. Symptoms. Varying with the development 
and site of the growth, the symptoms would be 
obstructive, dysenteric or neuralgic. 

3. Diagnosis. A tumor imparts a rather charac- 
teristic feel. It is apt to be mistaken for an infiltrat- 
ing, inoperable, malignant growth. 

4. Prognosis. Histologically it is benign. Clini- 
cally it may be malignant from the symptoms to 
which it gives rise, or may actually undergo malig- 
nant change. 

5. Treatment. Surgical removal should take 
place at the earliest date possible. The abdominal 
route is preferable, but if the tumor is at the recto- 
sigmoidal juncture, a combined operation will 
probably be necessary for its removal, as was suc- 
cessfully done in the author’s case. 


Drew, D.: Procidentia Recti and Its Treatment. 
Lancet, Lond., 1917, cxciii, 790. 


The essential condition for the occurrence of 
procidentia, in the absence of any condition which 
drags or presses the bowel down, appears to be 
undue mobility of the rectum, either as a congenital 
defect or from stretching of the supporting struc- 
tures. 

Many operative procedures have been practiced 
for the cure of procidentia in the adult, and from 
their number and variation, apart from definite 
evidence of failure, it is suggestive that none of them 
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sigmoid is more often affected, while diverticulum 
of the small intestine, Meckel’s diverticulum, is 
rare. Multiple and small diverticula are often seen 
in the descending colon and sigmoid. 

Diverticula vary in size from a grain of wheat to 
a hazelnut or larger and they may contain con- 
cretions and faecal matter. They occur in: the old 
more often than in the young and are prone to 
inflammation, like the appendix. 

The most frequent cause of the acquired type 
is constipation in patients whose intestines have 
markedly weak spots where the vessels penetrate 
= walls. Obesity appears to be a causative factor 
also. 

The presence of diverticula may lead to obstipa- 
tion, pocketing, ileus, inflammation, gangrene, 
ulceration, perforation, vesicocolic fistula, and 
thrombosis. Diverticulum of the cecum when 
inflamed will produce symptoms of appendicitis, 
and it is impossible to differentiate it. 

Chronic diverticulitis may become a focus of an 
extensive fibrous area, or “fibromatosis,” resembling 
carcinoma, and often i is diagnosed as such. Pain, 
tenderness, rigidity of the abdominal muscles, 
constipation, tympany, nausea, vomiting, fever, 
swelling and leucocytosis constitute the syndrome 
of diverticulitis. 

The following conditions are to be differentiated 
from diverticulitis: Left-sided appendicitis; tuber- 
culous sigmoiditis; dysentery; leutic, actinomycotic 
and catarrhal sigmoiditis; pelvic inflammatory 
disease; carcinoma of the sigmoid. 

Usually X-ray findings in colon diverticulum are 
very striking and positive. The case reported was 
a diverticulum of the cecum inflamed and gan- 
grenous, and was the size of an apple, measuring 
three inches in diameter. 


Speed, K.: Hematuria in Appendicitis. Surg. 


Clin. Chicago, 1917, i, 1097. 


The causes of appendicular hematuria wae be 
briefly outlined as follows: 

1. Local: (a) Peri-ureteritis in the appendiceal 
area; hyperemia of mucosa with blood leakage into 
the urinary stream; (b) true ureteritis from direct 
extension; the appendix chronically adherent to the 
ureter or ulcerated into the ureter by an abscess or 
intense neighboring inflammation; (c) pericystitis; 
the appendix near the bladder wall. Same pathology 
as (a); (d) true cystitis from extension as in (b). 

2. General; dependent on the appendicular in- 
flammation: (a) Septic infarcts in kidney, ureter, 
bladder, or prostate; (b) toxic hematuria; (c) 
lighting up of old urethritis or cystitis by acute 
febrile attack. 

Any of these causes may act. The author believes 
that the majority of the instances of bloody urine 
in appendicitis can be traced to the local peri- and 
true ureteritis. Most of the patients reported were 
not intensely toxic. Only one had suffered from 
recent urethritis, and the appendices were mostly 
deep and adherent over the ureteral course. Several 


patients had masses of abscess or inflammation 
palpable through the rectum, some with an appen- 
dix adherent to the bladder wall, but all without 
hematuria. Not one of this series of seven patients 
gave evidence of septic kidney infarcts, and in one 
cystoscopically examined the bladder mucosa was 
normal. The prompt recovery after appendectomy 
proves rather conclusively that local ureteritis is 
the cause of most of these attacks of hematuria 
accompanying appendicitis. 

The diagnosis must consider, of course, kidney 
and ureteral stone and new-growths, cystitis and 
pericystitis, abscess rupturing into the bladder, 
stone and new-growths in the bladder, as well as 
prostatic, seminal, and urethral lesions. Cystoscopy 
is of great help. - I. S. Kott. 


Willits, E. K., and Judell, M. I.: Report of 44 
Appendicitis Operations in Children Under 
Fourteen Years of Age. Calif. St. J. Med., 1917, 
XV, 444. 


The following deductions were made from 44 
operations of appendicitis in children: 

1. Delayed operations lead to abscess in the 
great majority of cases. 

2. Cathartics are detrimental in nearly all cases. 

3. More rapid recovery occurs when the appen- 
dix is removed in abscess cases. 

The authors believe that the peritoneum of the 
child is more resistant to infection than that of the 
adult. Of the series of cases operated upon, 24 had 
abscess formation, while 14 were of the catarrhal. 
Complications and fatality could be avoided by 
early operations. 

Rupture of the appendix occurred in the follow- 
ing sequence: 15 per cent when operated upon at 
the end of the rst day; 10 per cent when operated 
upon at the end of the 2nd day; 25 per cent when 
operated upon at the end of the 3rd day; 15 per cent 
when operated upon at the end of the 4th day. For 
the most part rupture occurs in the first forty-eight 
hours, for the cases operated upon in the early stage 
showed small perforations, limited pus formation, 
and good general condition. 

Early abscess formation is due to anatomical 
development of the child, as‘ manifested by the 
following: 

1. The appendix is located higher up in the 
abdomen, favoring general peritonitis. 

2. The opening into the cecum is proportionately 
larger, permitting the entrance of feces and in- 
fectious material. 

3. The abundance of lymphoid tissue predis- 
poses to metastatic infection from tonsils, enteritis, 
and exanthemata. 

4. The appendix is longer and the meso-appendix 
shorter, which favors kinking and circulatory dis- 
turbances. 

The symptoms in this series were deceptive, 
because they did not supply an index of the seri- 
ousness of the pathological conditions and thus 
slight pain and tenderness were overlooked. At 
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first the pain was general and as a rule became 
localized later. Rigidity was found at times in the 
right upper rectus region, more frequently in the 
lower right; again in the lumbar region and only 
twice in the left lower rectus region. Vomiting was 
not always present. 

The authors conclude that localized rigidity in 
any part of a child’s abdomen is likely to be appen- 
dicitis. And in the words of Pfaundler, the problem 
is not when to operate but when not to operate. 

M. A. BERNSTEIN. 


Williamson, G. M.: Carcinoma of the Colon. 
J.-Lancet, 1917, Xxxvii, 702. 


The author restates the etiology and most fre- 
quent pathology of carcinoma of the colon and 
cites four cases which upon operation proved to be 
such. In all these cases the symptoms were vague 
and indefinite, consisting of some gastric disturb- 
ance, paroxysmal or persistent abdominal pain, 
constipation or diarrhoea; in three of the cases the 
diagnosis was first madé on the appearance of a 
palpable tumor. 

The prognosis is good for cases in which early 
diagnosis and proper surgical interference is made, 
as metastases and involvement of other structures 
occurs late. H. H. 


Yeomans, F. C.: Adenomyoma of the Rectum. 
Tr. Am. Proctol. Soc., New York, 1917, June. 


The following case appears to be unique: 

A woman aged 37, the mother of two healthy 
children, was seen in consultation in September, 
1916, for rectal hemorrhage and pain. The impor- 
tant points of her history were: pulmonary tuber- 
culosis contracted six years before and cured; 
painful menses, the flow diminishing; habitual 
constipation until three years ago. Then occurred 
an attack of diarrhoea lasting five months, and 
thereafter intermittent attacks. For the previous 
year ten or twelve movements occurred daily, con- 
taining blood and mucus. Pain over the sacrum 
was aggravated at the menstrual period and with 
the diarrhoea. 

Physical examination showed the patient to be 
pale but well-nourished; weight, 142 pounds. A 
Wassermann test of the blood was negative. Urine 
was normal. Chest and abdomen were negative. 

A rectal examination was made. Three and one- 
half inches up on the anterior rectal wall just above 
the cervix uteri was a hard fixed, fairly tender mass, 
the limits of which could not be defined. The procto- 
scope showed a superficial ulceration, the size of a 
quarter, at the rectosigmoidal juncture. This was 
red, clean, and bled freely on contact. Vaginal 
examination was negative except that in the poste- 
rior fornix was felt the same mass, apparently the 
size of a guinea-hen’s egg. 

The patient was operated upon in September, 
1917. A left rectus incision was made. No growths 
were found in the liver or other abdominal viscera. 
The tumor was located in the anterior wall of the 


sigmoid just above its juncture with the rectum and 
extended down two inches on the rectum, cervix 
uteri and posterior vaginal wall. The lower third of 
the sigmoid was mobilized including a small portion 
of the posterior wall of the uterus and its cervix, 
and the superior hemorrhoidal artery was ligated. 
‘Then the abdominal wound was closed, and in a 
lithotomy position the operation was completed by 
extirpation of the rectum, including the posterior 
vaginal fornix. The patient reacted promptly from 
the immediate shock of the operation. The bowels 
acted on the third day, and union of the sigmoid to 
the peri-anal skin was primary except at one spot, 
which soon granulated. The patient left the hos- 
pital in three and a half weeks and is now well, hav- 
ing normal anal sensibility for bowel actions, which 
occur once or twice daily with normal control. 
Vaginal and rectal examinations show no ab- 
normalities. 

Interest in this and similar tumors in this loca- 
tion centers in: 

1. Origin. Suggested origins are uterine mucosa, 
wolffian ducts and “embryonic rests persisting from 
the fusion of Mueller’s ducts.”” The author’s case 
was clinically an intestinal growth. Ewing, after 
careful study, reported “‘the most likely origin is 
from superfluous material derived from that portion 
of the lower gut which continues on in the embryo 
to the bladder and allantois, and which normally 
atrophies. Persistence of a portion of this segment 
would furnish a source of smooth muscle and intes- 
tinal epithelium.” He does not think the tumor is 
of Muellerian origin. 

2. Symptoms. Varying with the development 
and site of the growth, the symptoms would be 
obstructive, dysenteric or neuralgic. 

3. Diagnosis. A tumor imparts a rather charac- 
teristic feel. It is apt to be mistaken for an infiltrat- 
ing, inoperable, malignant growth. - 

4. Prognosis. Histologically it is benign. Clini- 
cally it may be malignant from the symptoms to 
which it gives rise, or may actually undergo malig- 
nant change. 

5. Treatment. Surgical removal should take 
place at the earliest date possible. The abdominal 
route is preferable, but if the tumor is at the recto- 
sigmoidal juncture, a combined operation will 
probably be necessary for its removal, as was suc- 
cessfully done in the author’s case. 


Drew, D.: Procidentia Recti and Its Treatment. 
Lancet, Lond., 1917, cxciii, 790. 


The essential condition for the occurrence of 
procidentia, in the absence of any condition which 
drags or presses the bowel down, appears to be 
undue mobility of the rectum, either as a congenital 
defect or from stretching of the supporting struc- 
tures. 

Many operative procedures have been practiced 
for the cure of procidentia in the adult, and from 
their number and variation, apart from definite 
evidence of failure, it is suggestive that none of them 


| 
| 
a 
if 
| 


240 INTERNATIONAL ABSTRACT OF SURGERY 


are very reliable in effecting a cure. Such methods 
as scoring the mucous membrane with the cautery 
or with a cauterizing acid are in no way curative and 
only cause additional suffering. 

The inveterate cases are best treated by drawing 
down the prolapse to the fullest extent, excising a 
wide ellipse of the mucous membrane extending 
from the anal margin to the apex of the prolapse, 
and suturing the edges with catgut sutures which 
are embedded in the wall of the rectum so that, as 
they are tied, the rectal wall is pleated. The pro- 
cidentia is then pushed back and the bowels are 
kept confined for a few days, with precautions 
against straining when they are allowed to act. 
This operation, which is easily performed and 
entirely devoid of risk, is uniformly successful. 

Epwarp L. CoRNELL. 


LIVER, PANCREAS, AND SPLEEN 


Grober: The Treatment of Threatening Conditions 
in Hepatic Diseases. Deutsche med. Wchnschr., 
1917, xliii, No. 10. 

Grober reviews the treatment of biliary calculi, 
acute yellow atrophy, etc., especially as regards 
medical treatment. He points out that operative 
intervention is dangerous to life even if skillfully 
performed. Biliary colic may subside spontaneously, 
while operation does not always succeed in freeing 
the patient from pain and other symptoms. 

If operation is done it should be in an interval 
between acute attacks and not during an attack. 
If acute attacks are frequent, each time becoming 
more complex, the patient’s decreased vitality 
and depleted condition usually urges him to accept 
the risk of an operation. Also when inflammatory 
symptoms point to a local purulent collection, the 
risk of a general infection is an urgent indication for 
operation. W. A. BRENNAN. 


Werelius, A.: Suction-Bulb Action of thé Gall- 
Bladder. Surg., Gynec. & Obst., 1917, XXv, 520. 


Until recently the gall-bladder was universally 
considered a biliary reservoir. The relative dis- 
proportion between the quantity of bile secreted 
and the capacity of the gall-bladder, however, made 
such a theory untenable. 

In an operation on a gall-bladder case, the author 
noticed that the liver in its respiratory excursions 
produced a mechanical passive contraction and 
relaxation of the gall-bladder. He noticed alter- 
nately a collapse of the fundus and a distention of 
the indented area, corresponding to the respiratory 
movement of the liver. This was easily proved by 
the introduction of a tube into the gall-bladder of 
a dog, connecting it with a mercurial manometer. 

In order to register these pressure changes under 
as normal intra-abdominal conditions as possible, 
the tube from the gall-bladder may be carried 
through the rectum and anus and then attached to 
the recording apparatus. The gall-bladder and the 
liver-duct are arranged in exactly the same manner 


as a stomach tube with its bulb. As there takes 
place an alternate contraction and relaxation of the 
gall-bladder, it is reasonable to assume that the 
same physical phenomena occur in the bile-outlet 
as in the manipulated stomach tube. During in- 
spiration there is a decided increased pressure of 
the gall-bladder, and undoubtedly pressure in the 
common duct is a great deal less than in the bladder. 
Thus the bile is forced into the duct. As the least 
resistance of the flow is in the direction of the 
duodenum, the added impetus given by the empty- 
ing of the gall-bladder undoubtedly enhances the 
current in that direction. 

During expiration the intracystic pressure is great- 
ly lessened, and in fact, negative, and undoubtedly 
the pressure in the common duct is greater than in 
the bladder; consequently, the bile flows into the 
sac. Epwarp L. CONNELL. 


Cole, L. G.: Differential Diagnosis of Right Renal 
and Gall-Bladder Lithiasis. Jnterst. M. J., 
1917, Xxiv, 946. 

The author strongly emphasizes the importance 
of differentiating between these two conditions, 
noting the embarrassing position in which the sur- 
geon is placed through having accepted an incom- 
plete and erroneous finding by the roentgenologist. 
He states that approximately 20 per cent of gall- 
stones are of sufficient density to cast a shadow in a 
right kidney plate, and that 5 to 6 per cent contain 
calcium deposits in a sufficiently extensive and uni- 
form degree to render differential diagnosis difficult. 

Cole illustrates the difficulty in differentiation 
with two examples, one a right renal calculus, the 
other a gall-bladder calculus. 

A series of eight pairs of plates is shown, each 
pair illustrating a right renal and gall-bladder cal- 
culus respectively. The various physical char- 
acteristics of the two conditions are as follows: 
(a) in renal calculus, (1) very dense; (2) usually 
single; (3) of uniform density; (4) if multiple, irregu- 
lar in shape conforming to the pelvis and calices; 
(5) if multiple, varying in size and shape; (6) with 
surface usually rounded; (7) frequently branching; 
(8) seldom changing in position between examina- 
tions; (b) in biliary calculus, (1) soft or dense; 
(2) usually multiple; (3) of variable density; (4) if 
multiple, conforming to the shape of the dilated 
gall-bladder; (5) if multiple, relatively the same in 
size and shape; (6) with surface usually flat or 
faceted; (7) never branching; (8) frequently chang- 
ing in position between examinations. 

Cole mentions in addition several other points 
that are extremely helpful in reaching the correct 
conclusion, viz., shadows of renal calculi are sharper 
and smaller when the plate is posterior and the tube 
anterior. Biliary shadows are sharper and smaller 
when made with the plate anterior and the tube 
posterior. Plates made and viewed stereoscopically 
place the biliary shadows in the anterior plane and 
the renal shadows in the posterior plane. When 
plates are made in the lateral direction biliary cal- 
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culi shadows are seen in the anterior plane in front 
of the bodies of the vertebre, while the renal 
shadows are seen in the posterior plane partially 
obscured by the bodies of the vertebra. Any stan- 
dard accurate method of localization will demon- 
strate the relation of either calculi to the anterior 
and posterior abdominal walls. 

In conclusion the author mentions the use of 
pyelography to demonstrate the anatomical situa- 
tion of a renal or ureteral calculus. He also recom- 
mends the use of a barium meal to demonstrate the 
anatomical situation of biliary calculus and to 
elicit the indirect evidence of this condition, such as 
spasm, adhesions and distortion of the cap. Adhe- 
sions are of as great clinical significance in the 
diagnosis as the detection of the biliary calculus 
itself. W. Howarp Dickson. 


Rosenbloom, J.: Certain Factors in the Etiology 
of Gall-Stones, on the Basis of Their Chemical 
Composition. J. Am. M. Ass., 1917, |xix, 1765. 


After a brief résumé of the causation of gall- 
stones in general, the author gives the results, in 
tabulated form, of the analysis of the gall-stones 
removed in 14 cases of diagnosed cholelithiasis. A 
careful history as to previous infectious disease was 
ascertained in each instance. In every case where 
there was a history of previous infection, the gall- 
stones removed were composed of calcium salts, 
while in those cases with no history of an infectious 
disease, the stones were composed of cholesterol. 

The author’s report confirms the previous re- 
ports of both Mignat and Rosenow, who have shown 
the relationship of infection to the formation of 
gall-stones, namely, that cholesterol stones have no 
relation to previous infection, while calcium stones 
usually follow upon a previous or an existing. infec- 
tion. H. B. Matruews. 


Waller, E.: Idiopathic Choledochus Cyst. Ann. 
Surg., Phila., 1917, Ixvi, 446. 

Waller reports the case of severe cystic dilatation 
of the common duct in a ten year old girl with a 
history of recurrent attacks of abdominal pain 
about once a year since the age of three. Three 
days before her admission to the hospital there was 
a sudden onset of severe pain on the right side of 
the abdomen accompanied by vomiting. A mass 
about the size of a fist was found just below the 
right costal margin. There was slight icterus pres- 
ent. 

Upon opening the abdomen the gall-bladder was 
found to be of normal size and appearance and con- 


tained no stones. The tumor which had been pal- 


pated before operation was found in the retro- 
peritoneal tissues; at first it was thought to be a 
hydronephrosis, but upon exposure no connection 
was found with the right kidney. The thin-walled 
cyst contained about 200 ccm. of dark clear bile 
and the gall-bladder emptied into the upper part 
of the sac. At the lower pole of the cyst a small 
opening communicated with the retroduodenal 


portion of the common duct. The cyst was ap- 
parently due to an enormous dilatation of the 
supraduodenal portion of the common duct. An 
anastomosis was made between the cyst and the 
duodenum. The patient recovered and was dis- 
charged about four weeks after operation. . 

The cyst had developed from the middle and 
upper part of the common duct. None of the 
usual causes of obstruction of the common duct in 
the form of stone, tumor, stricture or pancreatitis 
were found to exist. 

The total number of cases collected by the author, 
including his own, is 35, in none of which the disease 
could be diagnosed clinically, and in most of the 
cases, not even at the operation. In one additional 
case was an anastomosis made primarily between 
the cyst and the intestine. 

The condition is dependent upon a congenital 
anomaly in the course of the common duct. In 
most cases the cyst attained the size of a child’s 
or a man’s head, holding from 4 to 5 litres of fluid. 
The cyst’ usually lay below the liver, closely pressed 
below its lower surface. In some cases it had ex- 
tended across the median line and even down as far 
as the pelvis, pushing the duodenum to the left. 
The biliary tract above the cyst showed but little 
dilatation, but the liver in the far advanced cases 
exhibited the appearance when enlarged of a biliary 
cirrhosis. 

The principal symptoms produced by a choledo- 
chus cyst are icterus, tumor and pain; the tumor 
has usually been mistaken for an echinococcus, 
pancreatic or liver cyst. Suspicion should be aroused 
during the first two decades of life, especially in 
females, when a large cystic alternating swelling 
in the right hypochondriac region is found, more 
fixed than a distended gall-bladder, and associated 
with icterus, fever, and more or less violent pain. 

In 21 of 30 cases in which operative measures 
were employed, the cyst was sutured to the abdom- 
inal wall. All of these cases ended fatally, with one 
exception; the patient died three years later of 
other causes. It appears that the anastomosis 
between the cyst and the duodenum is the only 
rational therapeutic means, and ought to be done 
primarily; the danger of infection of the biliary 
tract is not great. 

The article concludes with a list of all published 
cases and a complete bibliography. 

D. N. EIsENDRATH. 


Eisendrath, D. N.: Recurrence After Operations on 
the Biliary Passages. J. Am. M. Ass., 1917, |xix, 
1752. 


The author calls attention to the causes of recur- 
rence in operations on the biliary passages. These 
recurrences may be (1) true, and (2) false. 

True recurrences are possible and are, no doubt, 
of frequent occurrence. Re-formation of stones 
after cholecystostomy by the persistence or recrudes- 
cence of infection lodged in the crypts or glands of 
Luschka has been proven beyond any doubt. 
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Whether or not true re-formation of calculi takes 
place in the common or hepatic ducts is not known. 
Certainly there are well authenticated cases of 
intrahepatic cholelithiasis. Cases that present 
themselves for secondary operation with the pres- 
ence of calculi in the gall-bladder or its ducts, when 
none were found at the primary operation, un- 
doubtedly are cases due to the descent of intra- 
hepatic calculi. 

False recurrences may be tabulated as follows: 
(1) overlooked calculi; (2) adhesions; (3) chronic 
pancreatitis; (4) persistence or recurrence of original 
infection; (5) strictures; (6) fistula; (7) faulty tech- 
nique, i.e., in disposition of the gall-bladder and 
cystic duct; (8) incorrect diagnosis, as, for instance, 
tabes and spinal tumors; (9) co-existence of two 
conditions, such as ureteral calculus; (10) contrac- 
tion of the ampulla of Vater; and (11) cancer of the 
head of the pancreas. Of all these, persistence of 
infection, overlooked calculi and chronic pan- 
creatitis constitute the majority of the causes of 
recurrence. Undoubtedly the persistence of infec- 
tion and overlooked calculi constitute the most 
common causes of recurrence. Intrahepatic chole- 
lithiasis must certainly play a very important réle 
in the causation of recurrences, for if such a condi- 
tion exists, the futility of locating every small 
calculus lodged in each hepatic duct is at once 
apparent. Faulty technique is, no doubt, responsi- 
ble for many recurrences. When only cholecystot- 
omy is performed, the bladder, after the drain is 
placed in the fundus, had better be dropped back 
and not anchored to the parietal peritoneum. The 
cystic duct should be removed close up to the com- 
mon duct, for if left long, its distal end becomes 
dilated to form a new gall-bladder which may, and 
often does, contain calculi. 

The author gives in detail his technique of 
choledochostomy, supraduodenal, illustrated by 
excellent black and white sketches. The T drainage 
tube from the common duct, as used by the author, 
is the same as originally recommended by Kehr 
and Deaver. 

There is appended a list of 13 cases of secondary 
operations for recurrences performed by the author. 

H. B. MatrHews. 


Schell, J. T.: Acquired Syphilis of the Pancreas. 
Am. J. Surg., 1917, XXXi, 259. 


The author calls attention to the fact that 
syphilis of the pancreas is not always congenital, 
but may be acquired with the characteristic symp- 
toms of dyspepsia, wasting, and fatty stools, often 
jaundice if the head of the pancreas be involved, 
tenderness in the region of the pancreas, and evi- 
dence of syphilis in other organs. He cites an 
interesting case of a trained nurse who first con- 
sulted him for pain and tenderness in the region of 
the pylorus or pancreas. She had nausea, some 
vomiting, loss of weight, and pain in the abdomen, 
especially at the time of bowel movements. Stomach 
analysis was negative, except for some occult blood. 


The appetite was good; burning and pain in the 
stomach were relieved by food. There were also 
present some pelvic conditions such as backache, 
leucorrhcea, and irregular menstruation. 

An exploratory laparotomy was performed, which 
failed to reveal the cause of the pain. There was 
evidence of previous pelvic peritonitis; the appendix 
was bound down and retrocecal, and was removed. 
The head of the pancreas at that time was found 
quite hard and somewhat enlarged. The patient 
apparently improved for a few months, then became 
gradually worse again, this time showing some 
jaundice. It was then thought possible that chol- 
angeitis was present, or a common duct, and a second 
operation was performed. The gall-bladder emptied 
poorly and the pancreas was found larger than at 
the first operation and still hard. A diagnosis was, 
therefore, made of chronic interstitial pancreatitis 
with cholangeitis. The gall-bladder was drained at 
this operation. 

Six months later the symptoms recurred as 
severely as at first. It was then discovered that 
eight years before, following a syphilitic maternity 
case, she had developed a small sore on her finger 
which was slow in healing, followed by skin eruption 
and sore throat. A Wassermann test was taken 
and found positive. A course of antisyphilitic treat- 
ment was given, following which all symptoms 
She gained weight and was apparently 
well. 

The author urges that routine Wassermann tests 
be taken on all obscure gastro-intestinal cases, as 
he has had several other similar cases clear up under 
specific treatment. L. H. Hits. 


Lefévre: Traumatic Rupture of the Spleen; Sple- 
nectomy; Recovery (Rupture traumatique de la 
rate; splenectomie; guérison). Presse méd., Par., 
1917, p. 613. 

The patient in the case reported by Lefévre fell 
over an obstruction. He got up and walked a few 
steps, but was attacked by sharp pains in the left 
thoracic base region and was assisted to the hospi- 
tal. On examination his pulse was only slightly 
weakened, and the abdomen relaxed except just 
beneath the left costal border, where there was some 
slight resistance. The pains continued and became 
more violent. Later his appearance grew worse and 
the abdomen became rigid. A diagnosis of intraper- 
itoneal hemorrhage probably due to rupture of the 
spleen was made, and the man was operated upon. 

The abdomen was full of blood. The spleen was 
easily exposed. It was separated into two distinct 
parts by a rupture perpendicular to its major axis. 
The pedicle was ligatured and the splenic cavity 
cleaned out. Drainage, closure and intravenous 
injection of physiologic serum was done. The 
postoperative course was simple. Examination 


showed that the rupture was at the union of the 
anterior and middle thirds; the capsule was largely 
denuded for an extent of about 3 cm. 

The author thinks that this rupture occurred in 
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two stages; first, that there was a parenchymal 
rupture with intrasplenic hemorrhage and formation 
of a subcapsular hematoma; then upon an effort 
capsular rupture and peritoneal inundation. 

W. A. BRENNAN. 


Ganguli, H. K.: Death from Rupture of the Spleen 
Twenty-Five Days After Abdominal Injuries 
and Apparent Recovery. Indian M. Gaz., 1917, 
lii, 399. 

The patient showed three incised wounds, small 
and slight, in the leg, hand, and head. Two small 
ecchymotic spots were found over the pit of the 
stomach and to right of the umbilicus. The ab- 
domen, especially about the ecchymosed spots, was 
very tender, distended, and an intense abdominal 
pain was present. Cardinal symptoms of shock 
were noted. 

The symptoms of shock subsided and symptoms of 
peritonitis set in. The abdominal pain diminished, 
but the patient complained of a swelling in the 
splenic region tender to the touch, where he had 
been struck with a stick. 

By the nineteenth day in the hospital all symptoms 
subsided and he was discharged. Nine days later 
he experienced sudden and severe abdominal pain 
and died soon afterward. 

Postmortem examination revealed two to three 
pints of blood in the abdomen, showing a rupture of 
the spleen at the hilus. The spleen was softened. A 
history of recent fever led the author to believe 
that was the cause of the splenic softening which 
favored rupture when the organ was traumatized. 
He believes that at the time of injury the hemor- 
rhage must have been within the spleen and ruptured 
into the abdominal cavity on the day death oc- 
curred. I. E. Bisukow. 


MISCELLANEOUS 


Eastman, J. R.: Abdominal Wounds in War. 
. J. Indiana St. M. Ass., 1917, X, 417. 


The present war has witnessed important de- 
velopments in the treatment of gunshot wounds of 
the abdomen. The old plan of “rest and opium” 
still has many advocates, but the weight of opinion 
is in favor of immediate operation wherever possi- 
ble. A skilled operator, trained assistants, a suffi- 
cient armamentarium and an aseptic environment 
are all necessary. Furthermore, before celiotomy 
is performed the following points must be con- 
sidered: diagnosis, length and character of trans- 
portation to bring the patient to the place of opera- 
tion, the time interval between the injury and 
operation, the time the patient will be able to stay 
at the place of operation before evacuation to a 
base, and also the question whether or not time 
can be given to operation without neglect of the 
other wounded. 

The author classifies gunshot wounds of the 
abdomen into two types; the first includes abdomi- 
nal wounds down to and through the peritoneum 


but without injury to the viscera, and the second 
or more serious type includes all injuries to the 
abdominal organs. Attention is called to the fact 
that a distended hollow viscus is apt to be ruptured 
by the impact of a bullet on some distant part of 
the body; for example, the rupture of a full stomach 
by the impact of a bullet on the pelvis. 


The general symptomatology is practically as in. 


civil life. Injuries of the stomach are of more fre- 
quent occurrence. Attention, is called to the phe- 
nomenon that the outpouring of gastric contents 
is usually into the lesser peritoneal cavity even 
though both anterior and posterior perforations 
occur. Little value is attached to the symptoms 
of hematemesis, as it is rarely present. The small 
intestine, of all hollow organs, is the most frequently 
perforated. The injuries are usually multiple, 
varying from small round perforations to complete 
division of the gut. The teaching that a mucous 
membrane plug is forced into the wound of the 
muscularis and serosa and thus prevents the ex- 
trusion of intestinal contents into the peritoneal 
cavity with subsequent peritonitis is false. 

In small perforations a single purse-string suture 
of silk or linen is used, while in ragged, long wounds 
a running stitch is best. A lateral anastomosis is 
preferred in most instances to the end-to-end 
method. Infection from injury and escape of con- 
tents from the large gut are more serious than when 
the small intestine is perforated. Extraperitoneal 
wounds of the rectum nearly always recover even- 
tually, but intraperitoneal injuries are very serious. 

Owing to their small size, the kidneys are not 
very frequently wounded, and when this occurs 
they are usually accompanied by wounds of the 
small intestine. The injury to the kidney itself 
should be treated conservatively. Extensive hemor- 
rhage occasionally necessitates a nephrectomy, but 
as a rule the “‘rest and opium” treatment is the best. 
Intraperitoneal wounds of the bladder require 
abdominal operation; where this is not possible, a 
retention catheter. 

The chief sequel to wounds of the liver is hamor- 
rhage. This often subsides spontaneously, or if 
necessary, may be controlled by means of packing. 
Suturing usually produces additional hemorrhage. 
Wounds of the spleen are rare, and the hemorrhages 
as a rule are not severe. Pancreas wounds are 
usually complicated and offer a very bad prognosis. 

R. B. BeETTMAN. 


Miginiac: Penetrating and Non-Penetrating Ab- 
dominal Wounds (Observations de plaies de 
Vabdomen pénétrantes et de non-pénétrantes). 
Bull. et mém. Soc. de chir. de Par., 197, xliii, 1832. 


The cases reported include: 35 laparotomies; 10 
Murphy operations; 8 wounds, operations not advised; 
14 inoperable wounds; 31 non-penetrating wounds; 
1 secondary operation, making a total of 99 cases. 

The non-penetration in some cases was only 
determined after laparotomy. 

The 10 cases in which a Murphy operation was 
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done all ended fatally. The operation was done 
relatively early and without signs of peritonitis 
in 4 cases; it was done with signs of peritonitis in 6 
cases. 

Short histories of the 35 laparotomies are given. 
These resulted as follows: 8 laparotomies for simple 
non-visceral penetrating wounds gave 5 deaths, 
3 recoveries; 22 laparotomies for univisceral lesions 
gave 15 deaths, 7 recoveries; 5 laparotomies for 
multivisceral wounds gave 5 deaths, no recoveries. 

Five wounds of the liver gave 4 deaths; 4 wounds 
of the small intestines gave 4 deaths; 7 wounds of 
the large intestine gave 4 deaths. According to the 
history the interval between injury and operation 
varied from 3 hours to about 17 hours, 

W. A. BRENNAN. 


Jackson, R. W.: Adult Rectal Prolapse; Two 
Cases and a Contrast. Tr. Am. Proctol. Soc., 
New York, 1917, June. 


Too few papers have appeared from the pens of 
proctologists on the major types of rectal prolapse. 
The subject deserves more attention. Two sharply 
contrasting cases bring out the author’s views on the 
therapy. 

The first case was operated upon four times: ex- 
tensive regional cauterization, resulting in re- 
currence; posterior rectopexy resulting in recurrence; 
amputation, resulting satisfactorily as regards anal 
prolapse, but leaving a very large posterior vaginal 
hernia, which was promptly cured by cul-de-sac 
closure with sigmoid-utero-ventral wall suspension. 


The second and less favorable case was promptly 
cured by one operation identical with the final 
operation in the first case. 

The pelvic floor as a support depends on the 
sufficiency of four factors. The pelvic fascia is 
variable in strength and attachments, varying the 
depth of the peritoneal cul-de-sac. The strength of 
the levators and their uplift is not a constant thing. 
The anal and vaginal orifices may be guarded by 
sphincters, perivulvar muscles, a perineum and 
levators which are imperfect through trauma or 
atrophy. An amount of adipose padding about 
these structures is essential but often lacking. The 
rectum has imperfect support above the pelvic 
floor and its anterior wall none at all. 

Prolapse begins here from external pressure, or 
begins below as anal protrusion, but eventually the 
prolapse contains a hernial cul-de-sac. Regional 
cauterization is inadequate to meet any such 
faults. Posterior rectopexy does not support the 
primarily offending part. Amputation removes the 
troublesome part but does not correct the faulty 
factors which may allow recurrence per anum or 
per vaginam. Cul-de-sac closure, though a difficult 
operation, goes far toward such correction, and 
suspension helps. 

The author concludes that the operation of 
first choice for these prolapses is cul-de-sac closure 
through the abdomen, plus some form of suspension, 
to be followed and supplemented, if need be, later 
by amputation or perhaps some plastic work on the 
elements of the pelvic floor. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Hoffman, G.: Chronic Bone Suppurations. Deut- 
sche med. Wchnschr., 1917, xliii, No. 10. 


Hoffman refers to the difficulty in treatment of 
chronic osseous suppurations following gunshot 
fractures. The cause is due to some cavity covered 
with granulating tissue but enclosing sequestra or 
free bone fragments. These free fragments cause 
constant irritation of the granulation process and 
give rise to active secretion of pus and fistulous 
tracts. 

Hoffman describes the advantages of roentgeno- 
graphic diagnosis. He has used Holzknecht’s 
method in many cases very satisfactorily. But the 
best and most accurate results are obtained from 
stereoscopic plates; these give the best indications 
of the route to be followed in order to reach the focus 
of suppuration in the bone. 

Experience has shown that sequestra can be re- 
moved “physiologically,” as Klapp expresses it. 
The author holds that the bone chips and sequestra 


in a cavity covered with granulating tissue can often 
if not always be extracted without interfering with 
or injuring the granulating tissue more than is ab- 
solutely necessary in order to remove the bone 
which covers the cavity. After this necrotomy 
there is no elevation in temperature. The lesion 
not deprived of its natural protection heals and the 
chronic suppuration of the bone ceases, while those 
cases in which the granulations are more or less 
severely injured or extensively removed are exposed 
to a new infection. W. A. BRENNAN. 


Delorme, E.: Decalcification Consecutive to War 
Traumatisms (De la decalcification consécutive 
aux traumatismes de guerre). Arch. de méd. et 
pharm. mil., Par., 1916, xvi, 1. 


Delorme points out that osteoporosis which ob- 
tains a good deal of attention in industrial accidents 
and their consequences has not received much 
attention as one of the complications of the trau- 
matisms of war. 

In this article Delorme makes a thorough study 
of the subject. Chapters are devoted to its fre- 
quency in the various kinds of wounds, the ap- 
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proximate time of its appearance and duration, its 
specific characteristics, pathogenesis and treatment, 
and the temporary or definite disturbances which 
it may cause in the functioning of wounded limbs. 

An examination of 204 radiographs has shown 
that in lesions of the upper limb, osteoporosis occurs 
in about two-fifths and in the lower limb in about 
one-third of the cases. 

A further examination of 1,350 radiographs ex- 
amined according to the bone attacked shows that 
in injuries of the radius the proportion of cases of 
osteoporosis is more than one-half. In other bones 
the proportion is even as high as two-thirds. The 
details of a large number of cases of upper and 
lower limb injuries are given. 

From a general discussion of the subject based on 
his large experience Delorme finds that the solidity 
of osteoporotic bones in the wounded is not notably 
compromised and that osteoporosis is not a counter- 
indication to the orthopedic mobilization of joints. 

Regarding conditions ‘which offer an obstacle to 
direct treatment of pseudarthrosis Delorme is not so 
certain; but his present knowledge leads him to 
recommend either late operation of pseudarthroses 
after disappearance or evident modification in the 
osteoporotic process; or rather, before the appear- 
ance of marked osteoporosis, when suppuration has 
ceased, because osteoporosis itself may be late. 

W. A. BRENNAN. 


Mori, A.: Osseous Neoformation Consecutive to 
Multiple and Repeated Contusive Trauma 
(Delle neoformazioni ossee consecutivi a traumi 
contusivi multipli e ripetuti). Gazz. d. osp. ed. clin., 
Milano, 1917, xxxviii, 627. 

In 1911 the author published an article in which 
he showed that the morphological and histological 
alterations due to auto-contusions, as far as studied, 
were limited to the skin and subcutaneous tissues, 
forming the clinical entity known as edema duro. 
However, if the cutaneous and adipose tissues are 
those which in the majority of cases feel the modify- 
ing effects of contusion, this does not exclude the 
presentation of important modifications in other 
tisues. The author has met some cases of bursitis, 
tenosynovitis and periosteitis. 

Osseous neoproductions are the least frequent 
and their existence is even denied by some. In a 
long experience with industrial accidents the author 
has seen only three such cases. He gives the details 
of these cases. In one there was neoproduction of 
an osteoma after a slight contusion with abrasion of 
the right leg in an industrial accident. The other 
two cases were in soldiers who showed after simple 
contusions osseous neoformations at the site of 
injury. 

These three cases and some other cases of occupa- 
tional osteomata which the author quotes from 
literature confirm his previous statements that cel- 
lular dermatitis is not the only clinical and anatomo- 
pathologic expression of repeated multiple trauma- 
tic contusions, but that these mechanical stimuli 


can cause other neoformative productions constitu- 
ted from the connective tissues. 

The author discusses the pathogenesis of these 
neoformations and leans towards the metaplasia 
theory. W. A. BRENNAN. 


Trutié de Vaucresson: Clinical and Therapeutic 
Study of Late Bone Infections Consecutive to 
Gunshot Wounds (Considérations cliniques et 
thérapeutiques sur les infections tardives des os 
consécutives aux blessures par projectiles de guerre). 
Arch. de méd. et pharm. mil., Par., 1916, Ixv, 50. 


The author has personally operated upon 350 
cases of bone injuries in base hospitals; and as a 
result of this extensive experience he gives the prog- 
ress and treatment of late infections in bones. 

He summarizes his observations as follows: 

1. In gunshot wounds of the bones there are 
late infections which have the greatest analogy to 
prolonged osteomyelitis and which can only be 
considered as a traumatic variety of this prolonged 
osteomyelitis. 

2. Clinically such lesions are not marked by any 

striking symptoms but a simple fistula which leads 
to a bone much increased in volume, the interior 
of which shows by radiography an abnormal clear 
zone. 
3. From the anatomicopathologic point of view 
the lesions are characterized by a fistulous bone 
cavity in the center of which the bone tissue is soft 
and in course of necrosis; the periphery shows a zone 
of rarefying osteitis; the whole process is limited 
by a concentric layer of osteitis which acts as a 
protection and limits the infection. 

4. Treatment of the lesions consists of making 
large openings throughout the cavity and trans- 
forming it into an open canal after removal of 
all diseased bone. Further treatment consists in 
dressings and in energetic treatment of the wound 
in order to favor cicatrization. Recovery is slow, 
but definite; it may probably be effected in less 
time by artificial aseptic filling of the empty cavi- 
ties. W. A. BRENNAN. 


Taylor, K., and Davies, M.: Persistence of Bacteria 
a Sequestra. Ann. Surg., Phila., 1917, 
xvi, 522. 


The authors, of the American Red Cross Hos- 
pital, Paris, state that the treatment of the old 
suppurating fracture, resulting from a shell or 
rifle-ball wound, offers one of the most difficult 
problems in the base hospital and that there is 
probably no other form of injury which withholds 
from active service such a large number of men for 
such a long period of time. For this reason they 
have deemed it advisable to publish the incomplete 
data so far at hand resulting from investigation of 
the bacterial flora of these wounds. These data 
include observations on the persistence of various 
bacteria within the wounds and especially within the 
bone itself; the recrudescence of infection following 
operations on a septic field, commonly called a 
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“flare”; the possible reaction of anaerobic bacilli 
to this recrudescence of infection. 

For this study sequestra from a continuous series 
of secondary operations on suppurating compound 
fractures were examined. The cases were chiefly 
fracture of the long bones, which had reached 
the stage of bone sinuses, or, in two instances, were 
completely closed but showed sequestra on X-ray 
examination. 

To determine whether there was any. difference 
between the flora of the wound itself and the flora 
within the sequestrum the following technique was 
employed: To determine the flora of the wound, the 
sequestrum was placed in sterile saline solution 
and well shaken. The resulting emulsion was 
inoculated into deep agar, upon agar plates, into 
anaerobic: broth, into meat culture medium, and 
into milk. To determine the flora with the seques- 
trum, the sequestrum was removed from the saline 
emulsion, dried and sterilized, by being dipped into 
alcohol and flamed. It was observed that certain 
organisms were obtained more frequently from 
the interior of the sequestrum than from the emul- 
sion containing the wound flora. It was noted that 
each group of organisms was recovered more fre- 
quently from the sequestrum than from the wound, 
suggesting a richer flora within the former. One 
point, however, is evident, and that is the greater 
incidence of the anaerobic group within the se- 
questrum. Gas-forming anaerobes developed nearly 
four times more often from the bone than from the 
wound, while spores were present six times more 
often. In no case were gas- or spore-producing 
anaerobes recovered from the wound when not 
recovered from the sequestrum removed from it. 
The bone itself appears to be the most common 
site for the persistence of the anaerobic flora. 

They state that the persistence of bacteria for 
such a long period within the bone is probably due 
to the mechanical protection afforded by the dense 
structure of the bone itself for organisms present 
within its spaces and canaliculi. Furthermore, the 
bacteria are protected from any antiseptic which 
may be introduced into the wound. The presence of 
organisms within the dead bone rather than in the 
soft tissues is probably the cause of the persistence 
of the sinus and the occurrence of the acute re- 
crudescences of infection or ‘‘flares’”’ after secondary 
operative procedures. Growth was obtained from 
sequestra removed from two cases in which the 
sinus had been completely closed for two weeks or 
more. This persistence of bacteria shows the 
necessity of caution in undertaking at an early date 
operations such as bone grafting or nerve sutures, 
where asepsis is a primary necessity. 

The cases classified as “‘flares” are those which 
showed a rise of temperature within 24 hours of 
the operation sequestrectomy, amounting to 
one degree or more of fever, continuing for 48 hours 
or longer, and associated with a local inflammatory 
reaction about the wound. 

They summarize their work as follows: 


1. Aerobic or anaerobic bacteria invade the 
bony substance of nearly all sequestra and remain 
there as long as the sequestra persist. 

2. Gas-forming, spore-bearing anaerobic bacilli, 
usually the bacillus aerogenes capsulatus, bacillus 
malignans cedematis and bacillus Hibler IX types, 
persist longer within the bone than in the wound 
about it. They were never recovered from the 
wound when absent in the sequestra. Nests of 
these anaerobes may persist for some time after 
the wound is completely closed. 

3. Anaerobic bacilli are probably active factors 
in the disintegration of sequestra within the wound. 

4. Anaerobic bacilli within the dead bone 
appear to be associated with the occurrence of 
“flares” after operations on bones. 

5. Flares occurred more frequently after se- 
questrectomy when the cases were over 120 days 
old than when the cases were under that age. 

6. It is probably impossible to kill by antiseptic 
treatment the bacteria within the dead bone. The 
object of treatment must be to remove this focus 
of infection. The sequestra may be extracted by 
operation, or their disappearance hastened by 
utilizing the solvent action of acid dressing solutions. 

7. The persistence of bacteria within the bone 
probably explains the infection which often follows 
bone grafts in old compound fractures and indicates 
the advisability of postponing that operation as 
long as practicable. G. W. Hocurein. 


Brickner, W. M.: Pain in the Arm: Subdeltoid 
Bursitis; a Further Study of Its Clinical Types, 
Pathology and Treatment. J. Am. M. Ass., 
1917, Ixix, 1237. 

Brickner considers subdeltoid bursitis to be the 
most common cause of pain in the arm and some- 
times, but by no means always, also in the shoulder. 

He believes that the immediate cause is traumatic, 
usually a squeezing of the supraspinatus tendon, 
occasionally the infraspinatus, and the bursa be- 
tween the acromion process and the greater tuberos- 
ity of the humerus when the arm is abducted, al- 
though the history of injury or of muscular violence 
is often unobtainable. Often this injury occurs from 
a fall on the outstretched arni, but more often it 
occurs from internal violence, such as in raising the 
arm to beat a rug, hanging from a car strap, etc. 
This squeezing of the tendon is easily demonstrable 
at operation or on the cadaver. Small fractures of 
the greater humeral tuberosity are probably also 
associated with inflammation of the overlying sub- 
deltoid bursa. He believes there is another etiologic 
factor, the associated subbursal deposit of lime 
and other mineral salts in or on the supraspinatus 
or the infraspinatus tendon. In his experience 
the condition occurs only in adults between 
the ages of twenty and sixty-one. His work has 
shown that it is neither infectious nor toxic in origin, 
because the specimens removed at operation in 
both acute and chronic cases have been sterile. 

In the 18 cases he has operated upon he has 
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found the same lesion in the bursa, adhesions be- 
tween its two walls. In most cases he has found no 
fluid accumulation in the bursa. Probably there is 
always a serous effusion at the outset, but it usually 
soon disappears. The lime deposit lies under the 
bursa and not in it or in its walls. 

The symptoms are two: pain, and disability in 
shoulder movements. The pain is usually referred 
to the upper arm, anteriorly or externally, from the 
level of the deltoid insertion toward or to the elbow. 
Sometimes it radiates into the forearm, hand, fingers 
or neck. Disability of movement may be entirely 
absent even in chroriic cases. The interference with 
internal rotation may be very great or moderate; 


the patient may be unable to put his hand in his - 


trousers pocket or unable to reach behind his back. 
External rotation is usually little affected. There is 
no ankylosis. 

In most cases when the patient is examined there 
is no swelling. There is often to be noted a flatten- 
ing due to atrophy of the deltoid. The supra- 
spinatus and infraspinatus muscles may also be 
atrophied. Pressure on the bursa below the tip of 
the acromion process is sometimes painful, but it is 
usually painless. If the X-ray is negative, it rather 
supports the diagnosis. 

The author considers Vodman’s classification of 
acute or spasmodic, subacute or adherent, and 
chronic or non-adherent, as unsatisfactory. In his 
experience the cases present themselves in the 
forms of acute, hyperacute, chronic, and chronic 
with exacerbations. 

In the treatment his first object is to overcome the 
adduction disability, the spasm, if present, and 
thereby the pain. This he does by a simple auto- 
matic abduction. He puts the patient to bed. sup- 
ported on several pillows and with his arm raised as 
far as he can comfortably abduct it. A towel or 
bandage sling is passed from the wrist or elbow to the 
head of the bed and this end of the bed raised on 
blocks or chairs. As he gradually slides down in bed 
his arm correspondingly goes up. Sometimes the 
pain disappears within twenty-four hours. 

Brickner believes that most patients who have 
subdeltoid bursitis recover under this plan of treat- 
ment in bed with automatic abduction, or the 
trouble subsides spontaneously, though slowly. He 
advises operation in the following cases: first, the 
chronic forms with exacerbations; second, the acute, 
hyperacute, and chronic cases in which the auto- 
matic abduction in bed fails to restore function and 
to relieve pain.and spasm. 

The operation he employs consists in splitting 
the deltoid, raising the outer wall of the bursa from 
the inner and incising it, dividing all adhesions in 
the bursa, incising and retracting the floor of the 
bursa, removing the deposit if extratendinous and 
suturing any tear in the supraspinatus tendon, or 
incising the tendon wherever indicated by the X-ray 
and excising the deposits with surrounding tendon 
fibers, reuniting the tendon with chromicized catgut 
if the defect is not too large, suturing the floor of 


the bursa with a fine running catgut stitch, anoint- 
ing the interior of the bursa with a thin layer of 
petrolatum, suturing the outer wall of the bursa, 
suturing in layers without drainage the deltoid 
muscle, the deltoid fascia and the skin, and abduct- 
ing the arm in plaster of Paris for a week. 

All patients thus operated upon have been 
promptly relieved of pain and early restored to full 
activity. In only one patient was there any com- 
plication; this was a brachial phlebitis, which re- 
tarded recovery a few weeks. G. W. Hocurein. 


FRACTURES AND DISLOCATIONS 


Taylor, H. L.: Fractures of the Neck of the Femur 
in Children. N. Y. St. J. Med., 1917, xvii, 508. 


In addition to the slipped femoral epiphysis in 
adolescents there occurs, with a frequency to de- 
mand recognition, a fracture of the neck of the femur 
in children under thirteen, of which Taylor reports 
seven casés. The fracture is a transverse fracture 
at the base of the neck, with an angular displace- 
ment in adduction, with or without rotation. 
Taylor proposes the name of “hinge fracture,’ 
since the periosteum under the neck does not give 
way, acts as a hinge, and allows angular adduction 
deformity but not mass displacement. This dis- 
placement, if marked and uncorrected, will give 
a permanent coxa vara deformity. 

Treatment is by abduction, and a plaster-of- 
Paris spica from toes to axilla. H. B. Lover. 


Cohn, I.: Some Facts About the Repair and Treat- 
ment of Fractures. N.Orl. M. &S.J., 1917, lxx, 
419. 

The periosteum is a fibro-elastic membrane which 
protects bone, gives additional nutritional supply 
and acts as a natural splint after fractures. The 
periosteum does not contain osteoblasts. Bony 
defects are repaired in the absence of periosteum as 
well as if it were retained. Persistent localized 
pain is one of the best evidences of fracture. In 
order to obtain good results, anesthesia, immediate 
reduction, immobilization, and careful after-treat- 
ment are imperative. Attempts at reduction which 
are not along anatomical lines will not reduce 
deformity. Traction should be in the direction cal- 
culated to oppose the muscles producing the de- 
formity. 

The idea of waiting for the swelling to subside 
before reduction is attempted should be relegated 
to the historic past. Immediately after accident 
the callus-forming elements are most active, the 
muscle contraction is then spasmodic, but later 
amounts to a real contracture. Moreover, during 
a delay the ends of the bone may become covered 
by a new connective tissue membrane which in 
itself may produce delayed union. Nothing can 
be worse than prolonged complete immobilization. 

As a sequel to the dissatisfaction over results 
obtained in fractures, came Championniere’s method 
of mobilization and massage. According to Groves, 
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the first duty is to secure accurate anatomical form 
and the second is to maintain proper healthy 
muscular nutrition and exercise. Excessive motion 
following fracture, particularly in the neighborhood 
of a joint, favors an excessive callus tormation which 
will lead to ankylosis. The mobilization Cham- 
pionniere speaks of is not forced activity but one 
single painless motion. By massage is meant a light, 
stroking, rhythmic motion. Sepsis is fatal to opera- 
tive work in fractures. This should be kept in 
mind, especially in regard to gunshot fractures. 
R. B. Bettman. 


Trethowan, W. H.: The Functional Results of 
Fractures. Guy’s Hosp. Gaz., 1917, xxxi, 397. 


Regarding the relation of function to the anatom- 
ical position after fracture of the long bones, good 
anatomical results meant good function in go per 
cent of the cases and bad anatomical results re- 
sulted in bad function in 53 per cent. In fractures 
of the long bones treated without open operation, 
good functional results were obtained in patients 
under fifteen years in 90 per cent of the cases, 
and over fifteen years in but 45 per cent, while in 
cases treated by operation the percentage of good 
function under fifteen years was 93 per cent and 
over fifteen years was increased to 66 per cent. 

Massage in fractures should be started practically 
immediately. Voluntary movements, in so far 
as they are not painful, are not harmful and should 
be begun fairly early. The patient will not willingly 
hurt himself. Passive movements, however, gen- 
erally speaking, should not be applied before the 
third or fourth week. 

The author calls attention to that point in military 
surgery which cannot be emphasized too often, 
that in gunshot fractures osteoplastic operations 
should not be undertaken until many months after 
all wounds have healed, and he claims it is often 
unsafe to operate within two years after suppura- 
tion has ceased. Another cardinal rule is that in 
general when performing an operation on war 
fractures as little as possible should be done; the 
simplest procedures should almost invariably be 
those adopted. R. B. BETTMAN. 


SURGERY OF THE BONES, JOINTS, ETC. 


Cook, F.: Gunshot Wounds of Joints; Their Path- 
ology and Treatment. Guy’s Hosp. Gaz., 1917, 
Xxxi, 346. 


Recognizing that in gunshot injuries of joints it 
is the rule that the infection in the joint is localized 
for the first twenty-four hours to the track of the 
missile, and that it is not until after that time that 
the general synovial fluid and effused blood show the 
presence of organisms, the earlier the primary or 
prophylactic form of treatment of the wounded 
joint, the better. This implies proper facilities for 
thorough surgery, including a preliminary X-ray 
examination, a patient in condition for operative 
treatment, and no urgent need for early transporta- 


tion of the patient after operation. Such primary 
treatment is to include excision of external wounds, 
arthrotomy with removal of foreign material, blood 
clot, infected synovial edges, removal of fragments 
of bone, cleansing of bone cavities in which foreign 
material has been imbedded and closure of the joint 
by accurate suture of the synovial membrane with 
absorbable material, if possible. ‘A strictly con- 
servative line of treatment is preferable to half- 
hearted operative measures,” and if thorough 
operative measures cannot be carried out, “im- 
mobilization is the most important measure in the 
early stages,” to limit the spread of infected par- 
ticles throughout the joint until such time as 
thorough treatment can be done, which should be 
at the earliest possible opportunity. 

Primary resection of the joint as a prophylactic 
measure to prevent infection has proved to be un- 
necessarily radical in the majority of cases and 
should be reserved for such cases as will obviously 
need such treatment for a functional end-result. 
Amputation as a primary measure is reserved for 
such joint cases as are associated with hopelessly 
extensive wounds or injury to the blood supply of 
the limb. H. B. Lover. 


Groves, E. W. H.: An Operation for the Repair of 
— Crucial Ligaments. Lancet, Lond., 1917, cxciii, 
74. 

Rupture of the crucial ligaments is much more 
frequently recognized than formerly, due to routine 
X-ray examination, which often reveals fracture of 
the tubercles of the tibial spine, and to the greater 
frequency of “exploratory” operations upon dis- 
abled knees. This.injury is an extremely serious 
one, which produces permanent total disablement 
for active pursuits and necessitates very prolonged 
treatment by immobilizing apparatus. It is impos- 
sible to regard intra-articular suture of the ligaments, 
either by soft sutures or wire, as an efficient proced- 
ure or as one free from the risk of leaving loose 
bodies in the joints. 

Groves has operated successfully on one patient 
by the following original technique, forming a new 
anterior crucial ligament from the iliotibial band 
and a new posterior ligament from the tendon of the 
semitendinosus. 

A wide horseshoe incision is made across the 
joint, the lowest point being below the tibial tubercle 
and the lateral ends running up to the lines of the 
hamstrings on each side. The tubercle of the tibia 
is freed by two saw cuts, one behind and parallel 
to the ligamentum patelle and the other at right 
angles to the tibia below the tubercle. The patella 
is turned upward sufficiently to expose the interior 
of the joint, without cutting the iliotibial band. 
The joint is now fully flexed and the condition of the 
crucial ligaments and of the spine of the tibia is 
ascertained. 

The lower end of the fascia lata is exposed and 
defined upward above the level of the external 
condyle and downward for about an inch below the 
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Fig. 1. 
from the iliotibial band. 


Formation of a new anterior crucial ligament 
(Groves.) 


tubercle of the tibia. There it is cut across and dis- 
sected upward free from the underlying structures. 
With the knee fully flexed, the two points of attach- 
ment of the torn ligament are clearly defined and 
cleared of soft tissue. With a one-fourth inch twist 
drill a canal is bored from within the joint upward 
and outward through the external condyle of the 
femur and another downward and inward through 
the internal tuberosity of the tibia, beginning in 
each case with the point of attachment of the original 
ligament. The iliotibial band rolled up as a cord is 
threaded through the femur and the tibia and 
drawn tight, Where it emerges below the knee the 
fascial ligament is turned upward and sewn to the 
deep fascia and periosteum of the tibia. 

Tf both ligaments have to be re-formed, the 
posterior will naturally be repaired first. The inner 
limb of the horseshoe incision is prolonged back- 
ward and upward until the inner hamstring is ex- 
posed and the tendon of the semitendinosus is de- 
fined. This is cut from its lower attachment one and 
one-half inches below the joint. New canals are then 
formed by drilling from within the joint upward, 
inward, and backward through the internal condyle 
of the femur, and then downward and outward 
through the external tuberosity of the tibia. 
Through these canals the semitendinosus tendon 
aaa and fixed to the periosteum of the 
tibia. 

The tubercle of the tibia is refixed in its original 
position by an ivory or metal nail and the joint 
capsule carefully closed by catgut sutures. The 


knee is kept on a back splint for about a fortnight, 
and then when the skin incision is soundly healed it 
is removed daily from the splint for gentle massage 
and passive movements. 


After one month the 
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Fig. 2. Formation of a new posterior crucial ligament 
from the tendon of the semitendinosus. (Groves.) 


splint is discarded and the patient allowed up on 

crutches. Full use of the limb is gradually restored, 

as this can be done naturally without pain or force. 
ALBERT EHRENFRIED. 


Quénu, E.: Wounds of the Foot and Instep by War 
Projectiles (Etude sur les plaies du pied et du cou- 
de-pied par projectiles de guerre). Rev. de chir., 
Par., 1917, lii, 373. 

Quénu concludes his extensive and elaborately 
illustrated article on war injuries of the foot and 
summarizes his results. 

’ The main idea governing treatment has been to 
preserve the largest part possible of the injured foot 
provided that life was not menaced by so doing. 
Preservation is for utility, preservation of function 
and locomotion. 

Quénu differs entirely from the view of American 
orthopedists who are unanimous in the opinion that 
a leg amputation well executed at the site of choice 
is superior from the point of view of prosthetics and 
of functioning to any partial amputation of the foot, 
that amputation stumps in such cases are not satis- 
factory, while leg amputations at 4 to 5 cm. above 
the tibiotarsal joint enable patients when they have 
. good apparatus to walk as well as with their two 
egs. 

Quénu considers these opinions surgical heresies 
and believes that his long series of partial amputa- 
tions of the foot as detailed in these articles, the 
transmetatarsal amputations of Lisfranc and Cho- 
part, the subastragalar amputations of Pirogoff and 
Ricard, and the supramalleolar amputations of 
Syme and Guyon are witnesses against the fallacy 
of the American view. The case reports now sub- 
mitted are impartial evidence of the excellence of 
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these operations. They justify the efforts made 
for maximum conservation; a leg amputation 
ought only to be a last resort either primarily or 
secondarily when life is threatened or when the 
preserved segment is incompatible with function. 

The primary operations which permit a maximum 
conservation are resections and cleansing opera- 
tions, these having the same general indications 
for the foot as in other regions. For a resection it is 
necessary that the skin and soft parts should not be 
badly injured; in fact, resection is best suited to 
those cases when the deeper lesions contrast by 
their extent and importance with the slight ex- 
ternal injuries; moreover, resection is more suitable 
to those cases where the bone injuries are confined 
to a segment. Crushing injuries where there is 
extensive loss of skin and subcutaneous tissue call 
for an amputation. The choice of the type of am- 
putation depends on the site of the bone lesions, and 
the amount of healthy skin at disposal. 

Metatarsal injuries usually call for cancaneal 
osteoplastics or a Guyon amputation, but a Lis- 
franc or Chopart transmetatarsal operation may 
be possible, depending on the limitation of the 
bone injuries. Injuries to the posterior part of the 
foot do not favor conservative operations. Quénu 
has not had a single case of the Wadimiroff-Mikulicz 
operation. 

Destructive injuries of the instep almost always 
call for leg amputation. Partially destructive 
lesions with preservation of the skin give different 
indications according as they are localized in the 
astragalus, calcaneum, etc. Resection of the astrag- 
alus is the operation of choice in all total fractures 
of the bone. In ankle-joint lesions, astragalectomy 
should not be done in all cases; the indications vary 
according as the osseous destruction is limited to 
the malleolus and tibial articular surface or extends 
to all the lower extremity of the leg bone. In 
simultaneous lesions of the tibia, calcaneum and 
astragalus, the indications for astragalectomy are 
strict and it should be completed by a partial re- 
section of the calcaneum. 

Quénu gives the indications for secondary and 
late interventions. W. A. BRENNAN. 


Lord, J. P.: Conservative Surgery of the Feet; with . 


Report of a Case. Surg., Gynec. & Obst., 1917, xxv, 
422. 


Lord protests against the ancient classic tarsal 
amputations which followed the principle as laid 
down by Agnew, Mayer and Guerin that the bones 
of the foot should be considered as a skeletal unity 
to be treated by the knife and saw at the exact 
point which will yield the largest and most useful 
stump to the patient. 

He reports the case of a boy of sixteen who re- 
ceived a gunshot injury carrying away the Achilles 
tendon, the posterior tibial tendons, artery, vein, 
and nerve, the internal malleolus, the inner half of 
the astragalus, a portion of the scaphoid, a distal 
portion of the tibialis anticus tendon, and all of the 


skin, fascia, and ligaments in the path of the charge. 
First aid had been efficient. The case was seen after 
forty-eight hours. All devitalized tissues were cut 
away. The patient was removed to the hospital 
on the fourth day. One month later the remaining 
half of the astragalus was excised and the carti- 
laginous surfaces removed from the tibia, fibula, 
scaphoid and os calcis; the external malleolus was 
displaced forward one-half inch. The parts were 
stabilized by a wire nail through the os calcis into 
the tibia. 

One month later, tenoplasty was done on the 
Achilles. the posterior tibial, and the anterior tibial; 
neuroplasty was done on the posterior tibial nerve, 
which was lengthened two and one-half inches and im- 
bedded in fatty tissue. Except for a small area in 
the skin, there was. primary union. 

For more than a year the patient has had good 
use of the foot. The limb is five-eighths of an inch 
short, a deficiency partly corrected by a felt pad 
under the heel and two extra lifts on the heel of the 
shoe. There is a very slight limp, due to the stiff 
ankle, but no pain. Sensation has returned except 
in a small area on the heel. 


Patel, M.: The Value of Total Tibiotarsal Resection 
in Fractures of the Lower Part of the Leg (De 
la valeur de Ja reséction tibio-tarsienne totale dans 
les fractures de la partie inférieure de la jambe). 
Bull. et mém. Soc. de chir. de Par., 1917, xliii, 1970. 


Patel refers to 4 cases of infected fractures of the 
lower part of the leg in which not only the joint, but 
the bone itself, was invaded. In one case the tibio- 
fibular lesion extended 5 cm. above the tibio-astrag- 
alar alignment. The bone tissues were principally 
involved, the soft parts being more or less intact. 

Instead of amputating, which procedure seemed 
indicated, Patel sectioned the tibia and fibula at 
5 cm. from the joint, removed the astragalus, ap- 
proximated the tibial stump to the calcaneum and 
fixed it in place by a plaster apparatus. The result 
exceeded his anticipations; two months later there ~ 
was union which gave marked rigidity of the foot 
and promised an excellent functional result. This 
was actually realized 6 months later; the patient 
could then use his foot perfectly. 

Encouraged by the result, the author followed 
this same procedure in 3 other cases; all resulted 
excellently. No special technique is followed; any 
periosteum remaining is carefully preserved and the 
ligamentous attachments of the malleoli are care- 
fully freed. Radiographs show the resection of 
the astragalus with the removal of 5 cm. of the 
tibia and the resulting bony union between the 
tibia, fibula, and calcaneum. W. A. BRENNAN. 


Soubeyran and Perret: Reconstitution of the First 
Phalanx of the Thumb by Means of a Cartilage 
Graft (Reconstitution de la premiére phalange du 
pouce a l’aide d’une greffe cartilagineuse). Lyon 
méd., 1917, CXxvi, 479. 


A soldier was struck by a piece of shell which 
fractured the metatarsal and the first phalanx of the 
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right thumb. A fistula and a pseudarthrosis devel- 
oped. The thumb was useless. Of the first phalanx 
only two small fragments remained which repre- 
sented the two articular extremities. 

A longitudinal dorsal incision of the thumb was 
made. The fistulous tract was excised with resec- 
tion of the lower phalangea]l fragment which was 
attacked by osteitis. The metacarpal fragment was 
curetted and allowed to remain on account of the 
muscular insertion. A cartilaginous ring about 4 cm. 
long was removed from the tenth costal cartilage, 
buried in the thumb tissues and fixed to the perios- 
teum by catgut cutaneous suture and thumb splint. 
Primary union followed. 

Two months later the thumb was well cicatrized 
and had assumed its normal shape: The first 
phalanx offers bony resistance. The thumb articula- 
tions are perfect; the man is able to seize objects 
between the thumb and index finger. Movements 
of the first phalanx on the second are restricted on 
account of the tendon losses. W. A. BRENNAN. 


Beck, C.: Tendo- and Neuroplasty. Surg. Clin. 
Chicago, 1917, i, 985. 

-After traumatic section of the ulnar nerve and the 
tendons on the medial side of the arm just below the 
wrist, a good result was obtained by two opera- 
tions. In the first, the nerve was repaired by cutting 
off a lateral graft from the proximal portion to bridge 
the defect, and the tendons of the flexor carpi 
ulnaris and the long flexor muscles approximated 
and sutured, the latter with some difficulty on 
account of extension contracture of the fingers. 
Nerve function returned, but contractures due to 
the scar resulted in permanent flexion deformity of 
the second, third, and little fingers. 

At a second operation tenotomy of the superficial 
and deep flexors of these fingers was done at two 
levels through a palmar incision so that when the 
fingérs were extended the distal end of the super- 
ficial was approximated to the proximal end of the 
deep tendon. Union took place and the result was 
good flexion of the fingers except for the last joint 
which was precluded by making the two tendons 
of each finger into one. W. A. Crark. 


Little, E. M.: Modern Artificial Limbs and Their 


Influence upon Methods of Amputation... 


Brit. M. J., 1917, ii, 550. 


In amputations of the lower limbs the first con- 
sideration must be weight-bearing, while for the 
arms the co-ordinated movements should be con- 
sidered. An ideal stump should be as long as pos- 
sible, covered with movable soft parts; the scar 
should not be in a position exposed to pressure, or 
adherent to the bone; and enough active muscle 
should be left attached to move it with adequate 
force. Amputation at joints is objectionable because 
the stump will be bulbous in form, extra large flaps 
are necessary, and the joint of an artificial limb will 
not come at the right place. Stumps in the lower 
third of the thigh are much more sound than those 
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of the middle and upper thirds. In the arm the 
upper three or four inches of the humerus are un- 
available as an attachment for the artificial member. 
Every inch here counts, and as much bone as pos- 
sible should be saved when amputating above the 
middle of the humerus, even though there may not 
be enough skin to cover it. For the region of the 
elbow, amputation above the condyles is to be pre- 
ferred if the forearm bones for at Jeast an inch and a 
half below the biceps insertion cannot be saved. 
The contraction of the biceps tends to push off the 
bucket of the artificial arm. Therefore the middle 
third of the forearm Offers the best site for amputa- 
tion. The lower third does not give a good stump on 
account of cyanosis and poor nourishment. 

For the thigh, amputation between the tro- 
chanters is better than the upper third, for such a 
short stump is not a sufficient lever to move the 
artificial limb. About forty-two per cent of all 
thigh amputations of the 549 amputations at 
Roehampton which furnish the basis for this dis- 
cussion were at the middle third. The eccentric 
position of the femur should be remembered and 
as much as possible of the thinner soft parts on the 
external aspect of the bone should be conserved. 

Supracondylar amputation gives the best thigh 
stump for fitting an artificial leg. Below the knee, 
the most favorable site is the lower part of the 
middle third. for in the lower third the bones are too 
small and the soft parts, being badly nourished, 
become cold and cyanotic. The Pirogoff amputation 
of the foot often results in a tilting over of the os 
calcis, and a Chopart stump is pulled by the calf 
muscles so that the lower end is turned downward, 
exposing the scar to pressure. A Syme amputation 
just above the malleoli is to be preferred to either of 
these. W. A. CLarK. 


ORTHOPEDICS IN GENERAL 


Litzenberg, J. C.: Sacro-Iliac Joints in Obstetrics 
and Gynecology. J. Am. M. Ass., 1917, lxix, 1759. 


Litzenberg has reviewed the literature, analyzed 
his own experience and appended several case 
reports to prove (1) that the sacro-iliac synchon- 
drosis is a true joint and is, therefore, “subject to 
the same diseases and ailments as other joints”; 
and (2) that in the case of many women who for 
years have been treated for female trouble, an 
examination of the sacro-iliac joint is finally made 
and a correct diagnosis given. 

Sacro-iliac joint affections may occur in the 
pregnant or the non-pregnant woman. Trauma and 
infection are the common causes, trauma being the 
most common cause. 

“Every pregnant woman is a potential sacro- 
iliac joint patient and should have her pelvis sup- 
ported and faulty attitude corrected by a properly 
adjusted maternity corset.” Not every. sacro-iliac 
joint during pregnancy presents a pathological 
condition, but it is certainly more movable and 
therefore more liable to cause pain. 
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In the non-pregnant state the sacro-iliac joints 
are usually fixed, but may, under certain circum- 
stances, become movable and subsequently may 
become painful. Hence every woman who com- 
plains of lumbo-sacral backache should have the 
sacro-iliac joint carefully examined to make sure 
whether a joint condition or an intrapelvic lesion 
exists. 

In any case, treatment cannot be successfully 
instituted until one has definitely determined the 
exact condition present. Specially constructed 
maternity corsets, sacro-iliac belts, adhesive straps 
and special devices for immobilization of the joints 
are the devices recommended by the author in the 
treatment of these joint affections. 

H. B. 


Ozarki: A Study of the Operative Treatment of 
Osteo-Arthritis of the Hip-Joint. Boston M. 
& S.J., 1917, clxxvii, 679. 


This is a report of the operative treatment of 
26 cases of osteo-arthritis of the hip-joint, 10 cases 
of old tuberculosis, 3 cases of old congenital dis- 
location, and 1 old fracture of the neck. The op- 
erations were done at the Massachusetts General 
Hospital, largely by Brackett. 

The article is divided into three parts. The first 
part contains a short discussion of the etiology, the 
indications for operation, the types of operation, 
with a description of the technique in the various 
procedures, and the after-treatment. The second 
part reports the end-results in seventeen cases that 
returned for observation after a certain interval. 
The third part interprets the end-results. 

The following conclusions are drawn: 

In monarticular, non-tubercular cases it is always 
possible to relieve the disability of the leg by an 
arthrodesis, which can be repeated if necessary. 

In polyarticular cases, if both hips are involved, 
the motion in one of the hips must be restored by 
some such operation as decapitation of the head of 
the femur. 

In cases of tuberculosis, definite relief cannot 
be expected to the same degree as in osteo-arthritis, 
but the operation has produced no bad effect on 
the general or local condition, and has given marked 
benefit in the majority of the cases. 

Arthrodesis has appeared to be especially bene- 
ficial in cases which have arrived at a stage of dis- 
ability where the patient is demanding a more 
serviceable leg. The leg will be stronger and less 
troublesome after the operation, and hence arthro- 
desis is the operation of choice in cases where only 
one hip is involved. If an operation is required to 
restore motion in a joint, careful judgment must be 
used. Lioyp Brown. 


Linger, E. A.: Talipes Equinovarus. J. Mich. St. M. 
Soc., 1917, xvi, 464. 


The author considers the surgical treatment of 
talipes equinovarus. To understand the. operative 
treatment one must know the underlying pathology. 


Little can be said of etiology, since little is definitely 
known. The pathology involves both soft parts and 
bones. The foot is sharply supinated by the short- 
ened tibialis anticus. The anterior part of the foot 
is sharply adducted by the tibialis posticus. The 
flexor tendons of the toes are short. The planta 
fascia, the gastrocnemius and soleus muscles are 
all shortened. 

Corresponding changes are found in the bones. 
The astragalus is rotated forward upon a transverse 
horizontal axis. Its neck is elongated. The scaphoid 
may be turned far inward. The os calcis is smaller 
than normal and its anterior part is bent downward 
and inward. 

The symptoms, the author states, are diagnostic. 
The whole scheme of the operative treatment is to 
forcibly stretch the shortened tendons and fascia. 
If this does not allow enough correction, the author 
severs the contracted tendons and fascia and then 
the foot is brought to a dorsoflexed and everted 
position. The author states that the tendo achillis 
should be severed last, since it serves to hold the 
foot while adduction and varus are being overcome. 

Second to the operative treatment, the success of 
the operation depends upon fixation of the foot in a 
cast; then the use of a brace, and finally education 
of the child to use its feet correctly. 

JoHN MITCHELL. 


Cumberbatch, E. P.: The Surging Galvanic Cur- 
rent in the Treatment of Paralysis; a Simple 
Method of Localizing Contraction to Paralyzed 
Muscles Lancet, Lond., 1917, cxciii, 570. 


Paralyzed muscles must not be stretched during 
electrical treatment. When these muscles show 
degeneration following nerve injury, the faradic and 
sinusoidal currents will not cause contraction of 
the muscles supplied by the injured nerve, but the 
healthy antagonists will contract and cause passive 
stretching of the paralyzed ones. 

Application of the galvanic current with a gradual 
rise to maximum and a slow fall to zero, with the 
current passing in the same direction as muscle fibers 
causes contraction of the paralyzed muscles only. 
Immersion in water allows the use of a maximum 
strength current with a minimum discomfort, and 
also produces stimulation and increased blood supply 
to the other tissues, which the author believes 
is important in this treatment. 

The author describes an apparatus for the produc- 
tion of the surging galvanic current. 

H. J. VAN DEN Bure. 


Ridlon, J.: Hip Disease. Surg. Clin. Chicago, 1917, i, 
935- 

The term “hip disease”’ has remained with tuber- 
culosis of the hip after the various other forms such 
as osteomyelitis, osteo-arthritis and osteochondritis 
have been differentiated. Diagnosis is not always 
easy. Prognosis in any individual case as to duration 
and ultimate result is impossible. Osteo-arthritis 
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in children does not always give a stiff hip as is 
expected in the adult. Differentiation between 
Perthe’s disease and tuberculosis is not always 
possible. 

Fourteen cases are reported and many roentgeno- 
grams are shown in this clinical study of the varieties 
of diseases of the hip-joint. A boy of nine who had 
walked lame for two months without pain recovered 
with practically normal motion four months after 
application of a spica cast for two weeks, although 
the final roentgenogram showed a serious amount 
of destruction in the head of the femur. This case 
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Owen, G.: Gunshot Wounds of the Peripheral 
Nerves and Their Surgical Treatment. Med. J. 
Austral., 1917, ii, 3809. 

The author reports 57 cases of nerve injuries due 
to gunshot wounds. Practically all of these cases 
were operated upon in base hospitals. 

There are three main types of injuries: 

1. Complete division of the nerve. The ends 
become involved in the infection, adhesions are 
formed, the ends become thickened, and in some 
instances a portion of the nerve-trunk may be shot 
away. 
af Incomplete division and bruising of the nerve. 
Adhesions form, and a portion of the circum- 
ference may be replaced by a hard fibrous patch. 
If there are sensory fibers present, pain is frequently 
referred to the peripheral distribution due to 
neuritis. 

3. Nerve shock. In this type of injury there is 
no actual visible wound of the nerve-trunk, but the 
missile has exerted some influence on the nerve, 
causing signs similar to those of a complete division. 
It is important to recognize this form, because of 
the difference in prognosis and treatment. The 
axis cylinder probably undergoes some definite 
shock from the passage of a high velocity missile 
in its vicinity. 

The diagnosis is made as follows: (a) A careful 
review of the anatomy of the wound is made; (b) 
the electrical examination of the muscles will not 
show the complete reaction of degeneration; (c) 
these cases nearly all show signs of definite improve- 
ment within six weeks, if placed under suitable 
electrical treatment; there is an improvement in the 
electrical reactions in contrast to a dividing lesion, 
in which the changes are more marked at the end 
of six weeks. No time is lost, as the wound is rarely 
ready for operation before the end of six weeks. 

While one awaits the healing of the wound, the 
nutrition of the paralyzed muscles should be main- 
tained. This is done by massage and electrical treat- 
ment. During this period deformities should be 


corrected and the affected muscles should be pre- 
vented from stretching. 
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of Perthe’s disease is contrasted with a border-line 
case in which the course was longer and functional 
recovery not so good, and with another case, frankly 
tuberculosis, which extended over six years and 
resulted in destruction of the head and almost com- 
plete ankylosis of the joint. 

Another case of unusual interest is that of osteo- 
arthritis in a girl of nine in which the roentgenogram 
confirmed the diagnosis. A man of fifty treated 
by various surgeons for 35 years for tuberculosis 
of the hip was finally found to have had a coxa vara. 

W. A. CLARK. 


NERVOUS SYSTEM 


In operating, the strictest asepsis is necessary. 
“Never cut into a war scar” is a good rule to 
follow. The normal nerve should always be exposed 
above and below the lesion and then followed out 
to the ends. Where there is complete division, it is 
necessary to remove the fibrous ends, and as a 
result there may be shortening; but this may be 
overcome by putting the limb temporarily in a posi- 
tion which gives relaxation. The trunks may be 
split to lengthen them, or it may be necessary to 
anastomose to a nearby nerve. The union in most 
cases has been made by passing one fine catgut 
stitch in a round needle through the nerve trunk and 
a series of fine catgut sutures through the sheath 
only. After anastomosis, the site is protected by 
muscle, adipose tissue, or Cargile membrane. 

It has been found that after adhesions have been 
removed from about a nerve-trunk, the response 
to electrical stimulation is immediately increased. 

The after-treatment is very important. There 
must be massage, electrical treatment, correction 
of over-reaching muscles and deformities. 

It is difficult to give a definite prognosis under 
six months. In general, those cases in which there 
is only a partial division, or adhesions, offer a good 
prognosis. In complete division the prognosis must 
be guarded. C. A. Bowers. 


Pitres and Marchand: Treatment of Causalgia by 
Injection of Alcohol into the Nerves (Injections 
intra nerveuses d’alcool dans le traitement des 
causalgies). Presse méd., Par., 1917, p. 505. 


The efficacy of injections of alcohol into the nerve- 
trunks in treatment of pains of causalgia consecu- 
tive to war wounds is known. The author gives 
the details of 3 such cases, from the study of which 
he draws these conclusions: 

1. Supra-lesional injection of alcohol causes a 
a cessation of causalgic pains which the freeing of 
the nerve did not affect. 

2. Injection of alcohol at 60° into a nerve cord 
interrupts the sensory conductivity. The motor 
inertia of antalgic nature accompanying the causal- 
gic pains disappears simultaneously with them. 
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3. Injection of alcohol at 60° does not notably 
aggravate the motor paralysis pertaining to a trau- 
matism of the nerve, although it provokes a reac- 
tion of degeneration in the muscles innervated by 
the nerves in which the injection has been made. 

4. Injections of alcohol into the nerve below the 
lesion provocative of the causalgia does not, as has 
been noted by Sicard, cause a cessation of the 
causalgic pains. The amount of alcohol injected 
by the author is about 4 ccm. W. A. BRENNAN. 


Tavernier: Immediate Suture of Nerves (La suture 
immédiate des nerfs). Bull. et mém. Soc. de chir. 
de Par., 1917, xliii, 1899. 

Tavernier favors immediate rather than delayed su- 
ture of nervesinjuredin war. He reports three cases 
sutured within 24 hours after wounding. One was 
a total section of the median, the two others sub- 
total. Functional restoration rapid and remarkable. 

Tavernier thinks that the poor results following 
delayed suture are to be accounted for anatomically 
and not by any fault of technique. The infected 
sclerosed tissues on which late interventions are 
made account for the inferior results. 

Tuflier, in discussing the report, agreed and stated 
that he had always recommended the primary 
suture of nerves after disinfection of the wound. 

W. A. BRENNAN. 


Chevrier, L.: Study of the Surgery of the Nerve- 
Trunks (Etudes sur la chirurgie des troncs nerveux). 
Bull. et mém. Soc. de chir. de Par., 1917, xliii, 1983. 


Chevrier reports the results of operations on the 
external popliteal and sciatic nerve. There were 


two cases of liberation, both followed by recovery. 
Of 6 total sutures, 4 have been followed and re- 
examined, and have shown complete recovery with 
total return of motility. The other two have only 
been followed for four months and give promise of 
recovery. 

The problem of intervention is more difficult in 
the case of a nerve which has apparently preserved 
its continuity than in one wholly sectioned. Many 
nerves which preserve their anatomic continuity 
are physiologically sectioned, and: many failures in 
nerve surgery are due to the fact that liberation is 
only done in cases of such physiological section. 
A thorough electrical exploration of the nerve is a 
pre-operative necessity. 

In making a total suture operation, Chevrier first 
frees extensively the nerve, a neurolysis which 
favors re-union after resection. The chief points in 
making a resection are that it shall be adequate. 
Experience has taught the author that in the case of 
old lesions a little more than the indurated nucleus 
should be resected; and in the case of very recent 
lesions a little less than the indurated cylinder. 

Having tried various modes of section Chevrier 
prefers a section perpendicular to the nerve axis 
at both nerve-ends. The circular surface thus ob- 
tained is best for obtaining good approximation in 
suturing and avoids the risk of axial cylinder 
disarrangement. Suture ought not to be a mere 
approximation, but an exact circumferential re- 
union of the nerve-ends. Chevrier places a large 
number of catgut stitches in the neurilemma and 
the most superficial parts of the nerves. Details 
of his technique are given. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Kotzareff, A.: Cerebral Metastases Consecutive 
to a Primary Melanosarcoma of the Left La- 
bium Majorum (Quelques metastases cérébrales 
a la suite d’un melano-sarcome primitif de la grande 
lévre gauche). Ann. de gynéc. et d’obst., Par., 1917, 
Ixxii, 641. 

The patient in this case was 56 years old. Her 
case was diagnosed as melanosarcoma of. the left 
labium majorum, spindle-celled, and probably de- 
veloped from a pigmented nevus. There was also an 
inguinal tumor. The whole of the labium was ex- 
cised and the inguinal tumor removed. She de- 
veloped pains in the cervical and upper dorsal 
region, and on palpation a tumor the size of a 
nut could be made out depending from the spine of 
the seventh cervical. There developed later a 
slight paresis of the upper limbs and loss of sensa- 
tion. The patient left the hospital in this condition. 
She returned later with the symptoms aggravated; 
her condition was then diagnosed as total aphasia, 


with slight hemiplegia. A few weeks later she died 
in coma. Autopsy showed metastases in the left . 
hemisphere of the brain. 

The author draws the following conclusions from 
a study of this case: 

1. Primary melanosarcoma of the external genital 
organs is very rare. It is the’'most malignant kind of 
neoplasm. It is developed at the expense of richly 
pigmented skin or a pigmented nevus. 

2. Metastases are very numerous, especially 
in organs of mesodermic origin. 

3. The nervous system is rarely involved. 

4. Metastases may be colored differently: white, 
black, or mixed. 

5. Diagnosis is easy after biopsy or reaction 
with the urine. 

6. There is no specific treatment. Surgical 
treatment is ineffective because there is recurrence 
Radium treatment may give some 
relief. 

7. In this case it can be stated with certainty 
that the primary tumor of the left labium com- 
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menced by a pigmented nevus, because the patient 
showed many of these on the external genitalia 
and on the skin of the trunk and face. The tumor 
developed slowly during the first four months. 
Toward the fourth month there were metastases 
to the ganglia. Some time before the patient’s 
death there were metastases in the left lung, in the 
left hemisphere of the brain and the vertebral 
column, with hemorrhagic softening of the inguinal 
ganglia. 

8. These questions remain to be solved: Why 
were all these metastases to the left? By what 
route were they formed, (a) in the vertebral column, 
(b) in the brain? W. A. BRENNAN. 


Gray, H. M. W.: The Use of Liquid Paraffin in the 
Treatment of War Wounds. Brit. M. J., 1917, 
ii, 500. 


Clinical observations on the effect a liquid 
paraffin upon wounds in different stages show that: 

1. It prevents the development of symptoms of 
inflammation in the walls of the wound, and redness 
and swelling of the skin do not develop, or, if present, 
disappear. Pain is assuaged and performance of 
function made easier. 

2. Liquid paraffin is not antiseptic, but if an 
antiseptic is dissolved or suspended in the liquid 
paraffin with which a gauze pack is saturated, the 
wound becomes or remains sterile. The antiseptics 
so used have been chiefly flavine, brilliant green, 
boric acid, and iodoform. It is rather difficult to 
justify preference for any one of these. As there is 
possibly a selective action of the particular anti- 
septic against the particular organism, a com- 
bination seems desirable. Non-poisonous anti- 
septics with more or less prolonged action when in 
contact with body fluids are likely to be most suc- 
cessful. 

In all cases it is essential for success to have a 
thorough -preliminary opening up, mechanical 
cleansing, and excision of damaged tissue. 

C. A. HeDBLOM. 


Roger, H.: Nervous Shock (Le choc nerveux). Rev. de 
méd., Par., 1916, Xxxv, 422. 


The practical conclusion at which Roger arrives 
after a long experimental study of nervous shock is 
that since the effect of shock is to diminish the 
quantity of carbonic anhydride contained in the 
blood, the patient may be made to inhale a mixture 
of carbon dioxide and oxygen. Levi has applied 
this in different morbid conditions and insists on its 
good results in shock. He employed a mixture con- 
taining 15 per cent of carbon dioxide and 85 per cent 
of oxygen. In the surgical clinics of Florence ap- 
paratus containing the gas mixture is provided in 
the operating rooms and it is administered at the 
least sign, thus avoiding anesthetic and shock 
accidents. By inhaling the mixture after the opera- 
tion is ended, owing to the exciting action of carbon 
dioxide, respiration is activated, and the tendency 
to vomit is avoided. W. A. BRENNAN. 


Scott, T. B.: The Internal Secretions. Practitioner, 
Lond., 1917, xcix, 474. 

In the last two years two gland-extracts have 
come into notice which were rather on the shelf be- 
fore, i. e., the parathyroid and the anterior pituitary, 
or, in its modern name, pitglandin. Thus there exist 
as the chief therapeutic weapons the thyroid, supra- 
renal, pituitary, ovary, testis, and parathyroid. 
Regarding the internal use of the extracts of some 
of these glands, the author relates his experiences 
with the hope that they may be suggestive and 
stimulating to others. 

He calls particular attention to the report of a 
special committee on the ductless glands made to 
the Italian Society of Medicine, as follows: ‘‘The 
more a man allows the fundamental principles, 
brought out by the intensive study of functional 
pathology, to influence his practice, the greater 
will be his respect for the endocrine glands, and 
the methods of diagnosis and treatment which in- 
creased knowledge of them makes possible.” 

The author reviews the present knowledge of the 
effects which follow the removal of the parathyroids 
and of the anterior part of the pituitary and of the 
therapeutic effect of these glands administered for 
various conditions. 

He expresses his opinion that pitglandin or 
tethelin is a valuable and safe restorer of power in 
the feebleness of old age. ‘‘From its intimate con- 
nection in early life with the process of growth and, 
especially, perhaps, with the development of the 
gonads, one would expect to find some stimulating 
effect on the nervous system all through life, and 
apparently we do so.” Grorce E. Brripy. 


Lane, J. W.: The Pilonidal Sinus. J/niterst. M. J., 
1917, XXiv, 956. 


The pilonidal sinus is located over the sacrum 
about the midline of the back, discharging inter- 
mittently a thin purulent liquid. It develops from 
failure of the lower end of the medullary canal to 
completely close in the foetus, resulting in an in- 
vagination of cells of ectoderm which differentiate 
and produce the more highly organized hair follicle, 
with growth of hair at puberty. 

Examination of the sacral regions of 8 5 children 
between the ages of six months and four years 
showed 4 sinuses and 29 sacral dimples. Sacral 
dimples or depressions at the lower end of the 
sacrum correspond to the end of the medullary 
canal in the foetus and are regarded as potential 
sinuses depending on trauma or infection to start 
the inflammatory reaction, with the above sequela. 

Sinuses usually develop in early adolescence fol- 
lowing the history of a fall upon or a contusion to 
the sacral region, with the subsequent development 
of a sore over that region, and later a bloody or 
purulent discharge causing no particular pain but 
running a chronic course until the patient seeks 
relief in operation. 

Technique consists in excision en bloc of the sinus 
under local anesthesia, including all ramifications, 
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which are discovered by means of a probe. Exact 
locations should be mapped before beginning the 
excision. 

As to pathology, hair is found in most cases. In 
long neglected cases the sinus has been reported to 
have entered the pelvis through the sacrosciatic 
notch, appearing on the body surface beside the 
anus. H. J. VAN DEN BERG. 


Stewart, G. N., and Rogoff, J. M.: Effect of Stim- 
ulation of Sensory Nerves upon the Rate of 
Liberation of Epinephrin from the Adrenals. 
J. Exp. Med., 1917, xxvi, 637. 

The fact that the spontaneous liberation, of 
epinephrin is dependent upon the integrity of 
certain efferent nerves running in the sympathetic 
system has led to attempts to influence the rate of 
liberation reflexly. The authors have previously 
published experiments in the cat in which the rates 
of liberation of epinephrin during and without 
stimulation of brachial nerves were compared by 
means of the denervated eye reactions of Meltzer 
and by the rise of blood-pressure produced when 
adrenal blood collected for a known time in a cava 
pocket was released, and the results were negative. 

They have since repeated the experiments on 
cats and dogs, drawing off blood from the cava 
pocket and testing it on rabbit intestine and uterus 
segments. In this way the adrenal blood was 
applied to the test-objects without dilution, whereas 
with the eye and blood-pressure reactions, it was 
necessarily much diluted. On the other hand, the use 
of the latter reactions has some great advantages. 
The blood is not withdrawn from the vessels, and 
accordingly there is no danger of loss of a part of 
the epinephrin in the necessary manipulations 
before the blood is applied to the segments. The 
development of the pressor property of clotted 
blood, a serious complication for some of the 
methods of testing extravascular blood, is avoided, 
and possible effects upon the rate of liberation of 
the loss of blood, or even of the loss of the epinephrin 
in it when withdrawn from the body, are also 
excluded. Most important of all, the rise of blood- 
pressure, especially if interpreted by the aid of the 
eye reactions, affords a direct quantitative com- 
parison of the amount of epinephrin liberated in 
successive observations. 

The authors carried out a series of 9 experiments 
on dogs. The adrenal blood was collected through 
a boiled and oiled cannula in the inferior cava. 
The cava pocket was usually much shorter than 
that employed for the eye and blood-pressure re- 
actions, where it was essential to have as roomy a 
pocket as possible. With the short pocket only a 
small dead space was left filled with blood which 
had passed through the adrenals during one set 
of experimental conditions at the moment when the 
experimental conditions had been changed. To 
reduce still further any overlapping of the blood 
samples successively collected with and without 
stimulation, excitation of the sensory nerve was 


started slightly before completion of the collection 
of the preceding “‘no stimulation” sample, and 
vice versa. Once begun, the flow of blood from the 
cannula was interrupted, sample after sample being 
collected. The time of collection and the weight or 
volume of blood being accurately measured, the 
rate of blood flow during the collection of each 
sample was known. 

To summarize, an attempt was made by the 
authors to determine whether. stimulation of 
afferent nerves, sciatic and brachial, produced a 
detectable increase in the rate of liberation of 
epinephrin from the adrenals, as determined by 
testing adrenal vein blood on rabbit intestine and 
uterus segments. The result, they state, was 
negative. GeorcE E. BEILBy. 


Addison, W. H. F.: The Cell Changes in the Hy- 
pophysis of the Albino Rat After Castration. 
J.Comp. Neurol., 1917, xxviii, 441. 


The operation of castration of the albino rat is 
followed by definite progressive alterations in the 
structure of the ventral glandular portion of the 
hypophysis. 

Both immature and adult animals were used. The 
hypophysis material from the experimented ani- 
mals was taken at varying periods after operation, 
the longest period being nine months. Always the 
hypophysis from a control animal of the same 
litter was taken as a control. 

The author’s summary is as follows: 

1. Castration in the male albino rat produces 
definite histological changes in tHe structure of the 
ventral glandular portion of the hypophysis. These 
include changes in the glandular cells, increase in the 
size of the blood channels, and marked production of 
colloid. 

2. The cells of this portion of the hypophysis 
are, in the classification here used, acidophiles, 
basophiles, and reserve cells. After castration the 
basophiles increase in size and number. The larger 
ones begin to become vacuolated at two months 
after operation. During succeeding months the 
number of vacuolated cells increases, the larger 
ones becoming ring-shaped, with cytoplasm and 
nucleus at the periphery, and the central part made 
up of the colloid-containing vacuole. The acido- 
philes are not much affected at first, except for a 
slight diminution in average diameter. Gradually 
some of them show a diminished number of granules 
and lessened stainability. At seven months after 
castration the number of distinctively stained 
acidophiles is decidedly reduced. Some of the 
reserve cells in the first months after castration 
appear to become basophile cells. In the latter 
months some of the acidophiles appear to gradually 
differentiate into reserve cells. 

3. The basophiles, after certain fixations, show 
a large cytoplasmic body which may be the reticular 
apparatus of Golgi, or a centrosphere, or both 
combined. The acidophiles show a similar structure, 
-much smaller in size. 
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4. The experiments afford strong evidence for 
the view that there are at least two actively function- 
ating types of cells in this part of the hypophysis 
and that both of these are derived in histogenesis 
from a less differentiated type, i.e., reserve cells. 
Some of the latter persist during mature life and 
serve as the source of supply for the other two 
types. M. M. MILLER. 


Folin, O.: Recent Biochemical Investigations on 
Blood and Urine; Their Bearing on Experi- 
mental and Clinical Medicine. J. Am. M. Ass., 
1917, lxix, 1209. 

The author discusses this question with reference 
to its bearing upon clinical and experimental 
medicine and expresses his conviction that both the 
biochemist and the clinician must pay more and 
more attention to this important aspect of medical 
research. Scientists of earlier generations made many 
discoveries in the realm of metabolism and medi- 
cine; but the pioneer stage is over, and the surface 
problems have been largely solved. 

It is only by means of finer and ever finer tech- 
nique that progress can be made toward the solu- 
tion of the many metabolism problems which must 
be solved by the present generation and those who 
follow in order to secure an increasingly better basis 
for clinical, experimental, and preventive medicine. 

GrorcE E. BEILBy. 


Stewart, G. N., and Rogoff, J. M.: The Relation of 
the Spinal Cord to the Spontaneous Liberation 
of Epinephrin from the Adrenals. J. Exp. 
Med., 1917, xxvi, 613. 

The authors were not aware of any evidence upon 
the question as to where the central mechanism 
which sustains this secretion is situated and- they 
therefore undertook this study. Elliott’s statement 
that exhaustion of the store of epinephrin in the 
adrenals by electrical excitation of afferent nerves 
does not occur if the cord is transected anywhere 
below the level of the vasomotor center in the 
medulla oblongata, but does occur when transection 
of the brain-stem is made just above the anterior 
corpora quadrigemina, has, the authors believe, no 
direct bearing on the question, for it has not been 
proved that the exhaustion of the store is due en- 
tirely or mainly to increase in the rate of liberation 
of epinephrin, on which Elliott made no observa- 
tions. A change in the amount of the store of 
epinephrin would merely show that some alteration 
had occurred in the relation between the rate of 


formation and the rate of discharge of the epineph- . 


rin. Nor do they believe that such observations 
would, even if accepted as proving an increase in 
the liberation brought about reflexly through a 
center in the bulb or higher up, give any indication 
whether the steady spontaneous liberation of 
epinephrin is sustained from a center at this level. 
Absence of effect of afferent stimulation upon the 
epinephrin store after section of the cord just below 
the bulb likewise affords no indication whatever that 
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the rate of spontaneous liberation of epinephrin 
has been interfered with. As a matter of fact, they 
found in cats that after transection of the cord at 
various levels in the cervical region, the secretion 
of epinephrin into the blood, far from being abol- 
ished, proceeds without interruption. The rate 
of liberation may even remain sensibly the same, 
within the limits of error in the methods used for 
estimating it, as before the section. This was 
illustrated in one of their experiments in which 
adrenal blood wag obtained from a cava pocket 
before and after section of the cord opposite the 
body of the fourth cervical vertebra, between the 
fourth and fifth cervical segments. 

They record a series of experiments upon cats in 
which the cord was transected at various levels in 
the cervical region. In all, eight experiments were 
made, the results of which the authors consider 
singularly consistent, particularly in view of the 
fact that there was no selection of experiments. 
The eight experiments comprise all those per- 
formed, except one which was not reported be- 
cause the animal died before it was satisfactorily 
completed. The results indicated clearly that there 
existed in the cord between the last cervical seg- 
ment and the fourth thoracic segment a mechanism 
which sustained the output of epinephrin from the 
adrenal glands after the cord was severed from the 
higher parts of the central nervous system. The 
experiments proved definitely that the center did 
not extend lower than the thoracic segment men- 
tioned, and that at least an important part of it 
lay below the level of the last cervical segment. 
The possibility, however, was not excluded that 
the center might extend for some distance above the 
last cervical segment. 

It is of interest in connection with the currently 
accepted view of the development of the adrenal 
medulla that the portion of the cord at which the 
sympathetic outflow begins should be identified 
as a center controlling the liberation of the only 
constituent of its secretion hitherto definitely 
recognized. If epinephrin in the quantities and 
concentrations in which it appears in the adrenal 
blood could be shown to fulfill an important office 
in maintaining the function of the sympathetic by 
activating certain of its elements, or by heightening 
or prolonging the effects resulting from its excita- 
tion, the location of an epinephrin center in the 
sympathetic region of the cord might acquire a 
new significance, and it might then be permissible 
to speculate upon the possibility that the relative 
constancy of the epinephrin discharge, so puzzling 
on the hypothesis that it directly influences physi- 
ological events by virtue of the gross changes 
necessary to produce a detectable hyper- or hypo- 
adrenalinemia, is associated with a more general 
and permanent action upon the sympathetic 
mechanisms, which does not entail the necessity of 
abrupt outbursts and remissions in the rate of 
liberation. To employ the authors’ simile, if epi- 
nephrin is not the horse in the sympathetic machine 
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which must go now faster, now slower, nor even the 
whip which must sometimes be wielded vigorously 
and then be laid aside, it is perhaps the lubricant 
which, whether the axle turns fast or slow, need not 
vary much in amount. 

The possibility must not be lost sight of, however, 
that epinephrin, although the first definite constit- 
uent of the adrenal secretion to be discovered, is 
not the only, nor the most important, one which 
exists. It is difficult to conceive of a nervous con- 
trol so complete as that which governs the output of 
epinephrin being developed in the case of a sub- 
stance functionally unimportant. Yet, as_ the 
authors have shown, the output of epinephrin from 
the adrenals in cats is greatly and permanently 
reduced or abolished by section of the adrenal nerves 
without apparently interfering with the life or 
health of the animal. Section of the dorsal cord 
has also been shown to produce a similar effect 
upon the output of epinephrin and is well known to 
be compatible with good health and long survival. 
The authors conjecture as to the possible existence 
of some as yet unknown substance of more im- 
portance than epinephrin which is normally given 
off from the adrenals under the influence of nerves, 
the secretion of which is eventually resumed after 
the nerves have been severed. 

From their experiments the authors draw the 
following summary: 

After section of the spinal cord in cats in the 
cervical region, as low as the last cervical segment, 
epinephrin continued to be liberated from the 
adrenal glands. This liberation had all the charac- 
teristics of the normal secretion with intact central 
nervous system. It was sustained through the 
same nerve paths connecting the cord with the 
adrenals. 

After section of the cord in the middorsal region 
the spontaneous liberation of epinephrin from the 
adrenals was abolished within the limits of de- 
tectability by the methods employed, the denervated 
eye reactions of Meltzer, and rabbit intestine and 
uterus segments. 

The portion of the cord concerned in the libera- 
tion of epinephrin did not appear to extend much 
below the third thoracic segment. 

In acute experiments on cats under urethane 
anesthesia no change in the rate of liberation of 
epinephrin, which could be detected by the tests 
employed, was observed when the cord was severed 
in the cervical region. GrorcE E. 


BLOOD 


Perrenot, F.: Dry Wounds of the Large Vessels 
(Les plaies séche des gros vaisseaux). Rev. de chir., 
Par., 1917, lii, 232. 

Perrenot quotes four cases of the so-called “dry”’ 
vascular wounds. 

The four wounds found at operation were: (1) 
wounds of the two humeral veins with contusion 
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of the artery; (2) an arteriovenous fistula of the 
femoral vessels in Scarpa’s triangle; (3) a lateral 
wound of the humeral artery; (4) complete rupture 
of the humeral artery. In all these cases hemor- 
rhage from the injured vessels was prevented by 
clot formation which was sufficiently strong to 
prevent the flow. 

In seeking the cause of this phenomenon of 
“dry” vascular wounds, the author finds that they 
occur when the agent is a piece of shell and not a 
bullet. A bullet makes a clean section in the vessel, 
with considerable hemorrhage and the rapid de- 
velopment of a hematoma. But shell injuries are 
contused and lacerated wounds. The projectile 
is usually found in an “attrition chamber” of 
lacerated tissue which forms its walls; and when 
the projectile is large, these walls may be several 
millimeters thick. An important vessel may become 
incorporated in such a chamber. Even if com- 
pletely sectioned, its walls may be pressed against 
each other by one of the projectile surfaces. The 
area all around is contused and every condition for 
the formation of a clot is present. 

The signs of diagnosis must be sought principally 
in the projectile tract. This may cross the path of 
an important vessel. But surgical intervention 
alone will usually establish the diagnosis. * 

In treatment, the wound orifice should be ignored 
and a classic incision made to discover the vessels 
involved. The incision should be large enough to 
permit thorough examination. When lesions are 
found, treatment is the same as in other wounds of 
the vessels. Ligatures should be used rather than 
sutures, owing to the contused edges and the necrotic 
portions of vessels excised. W. A. BRENNAN. 


Leriche, R.: Peri-Arterial Sympathectomy and Its 
Results (De la sympathectomie péri-artérielle et 
de ses résultats). Presse méd., Par., 1917, p. 513- 


Leriche has already published his first results 
from denudation and excision of the sympathetic 
peri-arterial plexus in neuralgia and other trophic 
disturbances. Since then others have tried the 
operation. He now reports 37 cases upon which 
he has personally operated. 

The operation should be more precisely termed 
a peripheric sympathectomy, and according to the 
situation should be designated as axillary, humeral, 
femoral, etc. 

When the artery is laid bare the cellular sheath 
is opened by the bistoury, the artery is isolated for 
8 or 10 cm., and as far as possible is denuded of all 
adhering tissues, either with the bistoury or a 
cannulated sound. By careful manipulation the 
arterial wall is not menaced while the cellular de- 
cortication is being done. The wound is then closed 
by layers. 

Arterial sympathectomy is followed by a charac- 
teristic physiologic reaction. From the very first 


intervention on the sympathetic sheath there is 
contraction of the artery. The caliber is reduced to 
one-third or one-fourth the normal size over the 
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whole denuded segment. The segments immedi- 
ately above and below keep their normal volume. 
The rapidity with which this occurs varies in 
different patients, and the contraction is more 
marked in arteries of medium caliber than in the 
larger trunk vessels. 

The secondary signs are a weakening or imper- 
ceptibility of the pulse and numbness in the limb, 
observed in the first hours after operation; but in 
from three to fifteen hours the characteristic re- 
action occurs. It is marked by a local increase in 
temperature of from 2° to 4° and by elevation of 
arterial pressure. The reactions are temporary and 
last for about fifteen days. 

A study of the first operative results shows: 

1. That voluntary muscular contraction ap- 
parently depends on the sympathetic. 

2. The method of production of ‘‘dry” arterial 
wounds, which are at least facilitated by the arterial 
contraction occurring after destruction of the sym- 
pathetic, is explainable. 

3. The true nature of certain neuralgias, if not 
of all, as such are cured by excision of the peri- 
arterial sympathetic nerves. 

4. The sympathetic nerves play an important 
part in the production of Babinski-Froment re- 
flexes, and also of the motor paralyses which follow 
certain arterial lesions. 

The author has performed sympathectomy in 
different types of cases: in those in which the chief 
element was pain, in those with contracture, or 
with vasomotor or trophic disturbances. In 11 
cases the operation was done for pain; some patients 
were entirely cured, but it does not give an absolute 
result although often favorable. Five cases were 
operated upon for trophic ulcerations and all were 
successful. Three cases were for large cedemata; 
1 resulted successfully, 1 relieved the symptoms, and 
I gave an incomplete result. In 18 cases operated 
upon for reflex disturbances there were 3 practically 
complete recoveries, 10 showing more or less im- 
provement, 2 showing improvement followed by 
recurrence, 1 in which after a check voluntary 
movements were resumed, and 2 complete failures. 

In the severe forms of the Babinski-Froment 
syndrome, hot paraffin baths, with massage and re- 
education, were found necessary to supplement 
the operation in order to obtain the best results. 

W. A. BRENNAN. 


Mocquot, P., and Fey, B.: The Gravity of Arterial 
Lesions of the Lower Limb in War Wounds. 
(Gravité des lésions artérielles du membre in- 
férieur dans les plaies de guerre). Rev. de chir., Par., 
1917, lii, 241. 

In their surgical ambulance during four months 
the authors have observed 61 cases of wounds of the 
large vessels of the lower limb. Among these there 
were 27 amputations, representing 44 per cent, and 
14 deaths, 23 percent. If those cases be deducted 
where death resulted rapidly from shock, etc., there 
remain 54 cases with 25 amputations and 7 deaths. 


Of the 27 amputations, 19 were necessitated by 
gangrene; it is especially this complication which 
lends particular gravity to arterial lesions of the 
lower limb. Sometimes the gangrene is purely 
ischemic, sometimes it is moist gangrene, but most 
often ischemic gangrene and gaseous infection 
— together in forms more or less extensive and 
rapid. 

The gravity of arterial lesions is still more striking 
when compared with other limb wounds. In 308 
extensive wounds of the leg or thigh, 124 of which 
were fractures, there were only 27 developments of 
gaseous infection, of which 8 cases required amputa- 
tion. Altogether in these cases, only 17 amputations 
were necessary, or 5.5 per cent, and the total 
mortality was 35, or 11.3 per cent. 

The arterial lesions most frequently observed in 
the lower limb are lateral wounds or complete 
sections. There were 6 cases of thrombosis by 
contusion. 

Ischemia is the primary factor. It is much more 
frequent than in civil practice, and the difference 
is no doubt due to lesions of the neighboring tissues. 
The blood supply is not alone interrupted in a 
principal vessel sectioned or thrombosed, but also 
the neighboring collaterals are sectioned or throm- 
bosed and cannot aid in re-establishing the circula- 
tion. 

The second factor of gravity is infections; and 
there are also minor causes such as bone, venous, 
and nerve lesions which aggravate the prognosis. 

When an arterial lesion is proved or suspected, 
it is necessary to operate at once, find the vessel, 
examine the lesion and affect hemostasis. The 
best route of approach will usually be the path of 
the projectile, which should be opened up till the 
lesion is reached. However, in many cases this is 
not the method of attack, and the author details 
such conditions. 

For the treatment of infection the authors state 
that trials of the Dakin fluid according to the 
Carrel technique do not appear to have given better 
results than dry aseptic dressings or the use of 
magnesium chloride. W. A. BRENNAN. 


Utley, F. B.: An Analysis of 998 Consecutive Com- 
plete Blood Counts. Penn. M.J., 1917, xxi, 106. 


Nine hundred and ninety-eight consecutive com- 
plete blood counts made with the same instruments 
throughout and by the same man and with the 
same relation to meals, exercise, and cold are studied. 
The hemoglobin estimation, the number of red 


cells per cubic millimeter, the color index and the 


morphology of the red blood-cells were of value 
only in indicating the presence or absence of an 
anemia. The enumeration of the white blood-cells 
was helpful to confirm or point the way to a diag- 
nosis of an existing condition or to suggest its 
absence in suspected cases. Far more was learned 
= a study of the various kinds of white blood- 
cells. 

Of the 908 differentials made, a survey shows that 
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the polymorphonuclear neutrophiles, the basophiles, 
the myelocytes, and lymphocytes practically all 
fall within the prescribed list stated by the various 
authorities. There were eighty-eight smears which 
showed an absolute eosinophilia, of which thirty- 
seven fall within the list of possible associated con- 
ditions found in the literature. In fifty-one, or in 
57-9 per cent of the cases, the eosinophilia did not 
assist in the diagnosis; these included twelve cases 
of intestinal putrefaction, two cases of morphinism, 
and nine cases of hyperthyroidism. A survey of this 
series shows that these patients were suffering from 
poisons either exogenous or endogenous, and that 
these poisons are correlated so far as a chemotactic 
action for the eosinophile is concerned. 

There were 166 smears in which the large mononu- 
clears were 5 per cent or over. In this series in 86.2 
per cent of the cases, the presence of large mononu- 
clears in excess of normal cannot be explained in 
the light of our present knowledge. It seems, how- 
ever, salient that they should be increased in 
neurasthenia, pulmonary tuberculosis, intestinal 
putrefaction, and hyperthyroidism, which classed 
together may be regarded as an asthenic group and 
total 38.5 per cent in this series. Accepting the 
chemotactic theory, the whole group of asthenic 
cases, neurasthenia in particular, may be suffering 
from an unknown poison responsible for their con- 
dition, which has called forth the large mononuclear. 
There were 29 smears which showed transitionals in 
excess of 5 per cent. Relative to the claim made 
by some that the transitional is an old large mononu- 
clear, it is noted that in the present series of 166 
cases where the mononuclears were in excess of 
normal, there were only 13 cases where the tran- 
sitionals were in excess of normal. ‘This is evidence 
of the independence of these two cells. 

Of the entire series, 586 counts offered no direct 
assistance in the diagnosis, prognosis and treatment 
of patients. Of the remaining 412 counts, the way 
to a diagnosis was pointed out in 23 cases. In the 
remaining 389 cases the blood count was helpful 
in diagnosis. A plea is made for uniform classifica- 
tion of blood-cells, for direct hemoglobin readings in 
grams rather than on the present variable percentage 
basis, and for the use of certified standardized in- 
struments. E. B. FREILICH. 


Sanford, A. H.: Selection of the Donor for Trans- 
fusion. J.-Lancet, 1917, xxxvii, 698. 


The author has used the methods of Brem and 
Moss in determining the choice of the donor in 
blood transfusions, and has found the Brem method 
to be superior, being exceedingly simple, time-saving 
and accurate in the selection of donors. In addition, 
the principles of the test can be applied by any one 
testing the recipient’s blood directly with that of 
the prospective donor. 

It should always be remembered that the essential 
thing in the selection of a donor is certainty that the 
patient’s serum will not agglutinate the donor’s 
corpuscles. H. H. 


Meleney, H. E., Stearns, W. W., Fortuine, S. T., 
and Ferry, R. M.: Post-Transfusion Reactions; 
a Review of 280 Transfusions Performed in the 
Wards of the Presbyterian Hospital, New York 
City. Am. J. M. Sc., 1917, cliv, 733. 


The authors have reviewed 280 transfusions per- 
formed on 99 patients with the purpose of dis- 
covering under what conditions transfusion is a 
proper therapeutic measure, what the real cause 
of the post-transfusion reaction is. and what factors 
in its production can be eliminated. — 

Their conclusions are as follows: 

1. Transfusion is of real value in cases of hemor- 
rhage, in clean operative cases before, during, or 
after operation, in pernicious anemia, and in some 
secondary anemias. It is of little or no value in 
septic operative cases, cases of bacteremia, or cases 
of acute leukemia. 

2. The sodium citrate method of Lewisohn is 
simple and satisfactory. The blood is taken through 
a large needle from a vein at the donor’s elbow 
into a flask containing sodium citrate solution. 
A solution of 5, 8 or 10 per cent is used, made up 
from chemically pure sodium citrate crystals dis- 
solved in freshly distilled water and sterilized in an 
autoclave. The final dilution of sodium citrate 
should be o.5 per cent, which prevents clotting better 
than a 0.2 per cent solution. No toxic symptoms 
were observed from as much as 5 gms., which is 
equivalent to 0.5 per cent in 1,000 ccm. of blood. 
After the blood is collected, it is strained through 
sterile gauze into a second flask to remove any 
small clots, and is administered by drawing it 
through glass tubing jointed with short rubber 
tubes, through a 3-way stop-cock into a glass syringe, 
and is thence injected through the stop-cock and a 
medium-sized needle into the recipient’s vein. This 
syringe method of administration is used because it is 
frequently difficult to enter and stay in the re- 
cipient’s vein with a needle large enough to let the 
blood flow by gravity, and it is quicker and neater. 
All the apparatus is sterilized in water distilled the 
day it is used, except the flasks and needles, which 
are dry sterilized. The apparatus is flushed out with 
citrate solution before the blood enters it, in order 
to prevent slight hemolysis from the water in the 
tubing. By this method a complete transfusion of 
500 ccm. of blood can be performed by one person 
in about thirty minutes. 

3. Blood grouping should always be carried out 
before a transfusion. Where a reliable laboratory 
is at hand the direct grouping of donor and re- 
cipient is not necessary, but otherwise should always 
be performed. Failure to determine the compatibil- 
ity of the bloods may result in the patient’s death. 

4. Post-transfusion reactions occurred in 63.6 
per cent of the cases in the series, the reactions 
varying greatly in degree, but all being evidenced 
by a rise of temperature to 100° or more. 

5. The recipient in good general condition is 
much more likely to have a reaction than the one 
in poor condition. 
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6. The method of transfusion, the blood relation- 
ship of donor and recipient, and the blood grouping 
of the recipient seem to have nothing to do with the 
occurrence of the reaction. 

7. Transfusions of small amounts of blood, i.e., 
less than 200 ccm., are less likely to be followed by 
reactions than are transfusions of larger amounts. 

8. The more transfusions a patient is given, the 
more likely he is to have a reaction, especially if the 
same donor is used a large number of times. The 
blood of some donors is more likely to cause reac- 
tions than the blood of others. 

9. In some cases the post-transfusion reaction is 
accompanied by a marked polymorphonuclear 
leucocytosis. Whether this is due to intravascular 
hemolysis or to the formation of a toxic product 
from the partial splitting of a foreign protein cannot 
at present be stated. It seems most likely, however, 
that one of these phenomena is probably responsible 
for most post-transfusion reactions. 

ALBERT EHRENFRIED. 


Perry, R. H.: Transfusion and Injection of Blood 
in Various Diseases of Infancy and Childhood. 
South. Pract., 1917, XXxix, 421. 


Perry believes that blood therapy may be cura- 
tive or beneficial in many diseases of infancy or 
childhood. 

In hemorrhagica neonatorum he has used the 
method of Schloss and Commisky. Five to twenty 
ccm. of blood from one of the parents is injected 
immediately into the infant’s back, two or three 
injections at intervals of several hours usually 
sufficing for a cure. 

Transfusion offers the best results in hemophilia, 
purpura hemorrhagica, anemia following trau- 
matic hemorrhages, and the hemorrhages of 
typhoid and diphtheria. The Lindeman technique 
is the method of choice. Where transfusion cannot 
be done, the next best thing is injection of whole 
human blood or blood serum. 

Transfusions are indicated but usually have only 
temporary effect in the primary anemias. They are 
contra-indicated in acidosis. Blood therapy should 
be given a thorough trial in marasmus. The serum 
treatment of chorea, scarlet fever, poliomyelitis, 
and erysipelas is still in the experimental stage. 

ALBERT EHRENFRIED. 


Jeanbrau, E.: Forty-Three New Cases of Trans- 
fusion of Citrated Blood (Quarante trois ob- 
sérvations nouvelles de transfusion de sang citraté). 
Bull. et mém. Soc. de chir. de Par., 1917, xliii, 1921. 


Jeanbrau has already reported 11 cases of trans- 
fusion of citrated blood and now reports on 43 
additional cases in desperately wounded men. 
At first he confined himself to extraction of one- 
half a liter of blood from the donor, but he has ex- 
tended this even to 750 ccm. He has also changed 
the proportion of citrate of soda, raising it from 
0.4 to 1 per cent. He uses a new ampulla capable 
of holding 500 ccm. 


Neither hemophilia nor delayed coagulation was 
observed in any of his cases; however, it is well to 
administer 2 gr. of calcium chloride per day for 
two days. 

In 40 moribund patients 43 transfusions were 
made. Counting those surviving more than twenty- 
four hours and those making a definite recovery, 
transfusion has given 67 per cent of successful cases. 
Many were nearly exsanguinated and severely 
shocked cases. 

Jeanbrau draws from the basilic vein of the donor. 
He thinks that transfusion of venous citrated blood 
has the advantage that it can be made at the 
patient’s bed. The operation is easy and rapid and 
can be done in twenty minutes. W. A. BRENNAN. 


Hooker, R. S.: The Treatment of Staphylococcus 
Septiczemia by Transfusion of Immune Blood. 
Ann. Surg., Phila., 1917, Ixvi, 513. 

Hooker discusses the treatment of staphylococcus 
septicemia by transfusion of immune blood. His 
first opportunity to test the practical application 
of this idea was in April, 1913. Since that time he 
has had four other cases. The five cases included: 
(a) two hospital cases, both chronic staphylococcus 
infections accompanying a long-standing condition 
of multiple suppurative osteomyelitis and resulting 
in general sepsis, progressive anemia and failing 
resistance; (b) three cases seen in private practice, 
which were general bacteremias developing rapidly 
from localized acute suppurative processes. 

In all five cases the patients were so ill at the time 
transfusion was proposed that the outlook was 
considered almost hopeless. The two chronic cases 
made a complete recovery. One of the acute 
cases, an osteomyelitis of the tibia and radius, made 
an immediate and uneventful recovery; the other 
two acute cases, both affections of the face with bony 
involvement, improved in a most striking manner, 
but died suddenly, while seemingly convalescent, 
from cerebral embolism on the eighth and eighteenth 


days, respectively, following their last transfusion. | 


Four cases were transfused with blood from donors 
who had been subjected to varying degrees of im- 
munization with vaccines derived from the pa- 
tient’s infecting organism. One case was transfused 
from a non-immunized donor. 

The author summarizes his results as follows: 

The general conclusion to be drawn from a study 
of these cases is decidedly indicative of the efficacy 
of immunized blood transfusion in chronic staphy- 
lococcus septicemias, and especially in those which 
complicate bone conditions. This conclusion would 


‘ seem applicable to any delayed recovery from severe 


staphylococcic infection where the resistance is 
lessening and is likely to be non-responsive to active 
immunization by vaccines. 

In acute infections early blood cultures and im- 
mediate immunization of a donor are of the utmost 
importance. If urgent, it is best not to wait for 
full immunization but to give the first transfusion 
even after one dose of vaccine. The effects of the 
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transfusion by study of blood counts, blood cultures 
and general symptoms should be observed, and the 
operation repeated as indications arise, being 
guided mainly by the bacteremia. If the’ patient 
has a fairly good blood volume with a high bacterial 
blood content, there should be no hesitation in 
removing a considerable amount of blood by vene- 
section just before transfusion. 

Hooker states that it would be a great advantage 
if there were some practical way in which the pa- 
tient’s blood might be tested for its inhibiting action 
on the growth of the infecting organism and for its 
opsonic power; and that the blood of various 
donors might also be so tested and compared ad- 
vantageously, especially when there is little time 
for immunization of the donors by vaccines. A 
careful opsonic determination of the patient’s 
blood and of that of different donors by the method 
of Neufeld or the employment of a complement- 
fixation method to determine antibodies might 
accomplish such a purpose. But neither of these 
alternatives is easily applicable and both are slow 
to satisfy the urgent need of quick findings. 

G. W. HocureEIn. 


BLOOD AND LYMPH VESSELS 


Morf, P. F.: Ligature of the Innominate Artery 
for Cure of Subclavian Aneurism. Surg., Gynec. 
& Obst., 1917, XXv, 526. 


The author reports the case of a man, 55 years 
old, who entered the Chicago Polyclinic Hospital 
suffering from subclavian aneurism. After the usual 
preparation, he was placed under ether anesthesia. 
One incision was made, 13 cm. long, beginning 6 cm. 
above the clavicle. After dividing the sternal and 
clavicular attachments of the sternomastoid muscle, 
the inner third of the clavicle was resected subperi- 
osteally, and disarticulated from the manubrium. 
This procedure gave free access to the lower portion 
of the right common carotid, which was followed 
down to the innominate. The right subclavian ar- 
tery was traced outward to the inner border of the 
scaleni. The aneurism was then seen to involve the 
second part of the subclavian. 

In view of the fact that the arteries of the patient 
showed at least a moderate degree of sclerosis, it 
did not seem desirable to place the ligature on the 
first part of the subclavian, in close proximity to 
the aneurism. It was, therefore, decided that the 
ligation of the innominate was necessary. The ves- 
sel was isolated by blunt dissection and two heavy 
kangaroo tendon ligatures placed and tied. A 
third ligature was tied about the common carotid 
near its origin. Pulsation ceased at once in the 
aneurism and also in the right radial artery. Closure 
of the deep parts with catgut and the skin wound 
with silkworm-gut followed. 

The patient was in good condition at the end of 
the operation, which took an hour. The right arm 
was packed in absorbent cotton and placed in a 
slightly elevated position. There were no symptoms 


of cerebral disturbance. During the next few days 
there was considerable pain in the right arm, which 
necessitated a few hypodermics of morphine. 
The aneurism became hard and firm to the touch. 
At the end of two and one-half weeks, pulsation in 
the right radial was quite distinct, and at the ex- 
piration of three and one-half weeks pulsation 
began to reappear in the aneurism. The patient 
left the hospital feeling well, the neuralgic pain 
having almost entirely disappeared. The hand and 
arm remained somewhat atrophic and stiff for three 
months, but persistent massage and passive motion 
eventually caused these to disappear entirely. 

The patient now has occasional attacks of pain 
in the right arm, which are sometimes brought on 
by working. The aneurism measures 6 by 5 by 4 
cm. The wall is firm and strong except for a small 
area about 2 cm. in diameter. It has increased 
only slightly in size. The patient refuses a further 
operation for excision of the sac. 

Epwarp L. CorneL-t. 


Desplats, R., and Buquet, A.: Traumatic Oblitera- 
tion of Limb Arteries; Nervous Ischemia in 
the Wounded (De l’oblitération traumatique des 
artéres des membres; l’ischemie nerveuse des 
blessés de guerre). Bull. et mém. Soc. de chir. de 
Par., 1917, xliii, 1959. 

From certain cases reported, the authors conclude 
that when the lumen of the principal artery of a 
limb is destroyed, two alternatives are presented: 
either collateral circulation fails, in which case 
gangrene results; or such circulation is efficiently 
established. Their observations, however, suggest 
a third possibility, ie., the possible appearance in 
the ischemic region of functional nerve disturbances 
appearing shortly after the vascular obstruction. 

‘Experimental ligation of the axillary artery creates 
a condition favorable to provoke such nerve dis- 
turbance. 

Recent works have appeared on the possible in- 
fluence of the sympathetic in the mechanism of 
ischemic paralysis, and it is a question whether in 
arterial wounds the lesion of the arterial wall does 
not play a part as important as the stoppage of the 
blood current. Nevertheless, it must be noted that 
acute or chronic obstruction of the large vessels as 
in thrombosis is followed by paralysis and anzs- 
thesia analagous to the phenomena described by the 
authors. Ischemia in nerve pathology plays a part 
similar to that accorded to it in cerebral pathology. 

W. A. BRENNAN. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Winternitz, M. C., and Quinby, W. C.: Experi- 
mental Nephropathy in the Dog; Lesions Pro- 
duced by Injection of the Bacillus Bronchi- 
septicus into the Renal Artery. J. Urol., 1917, 
i, 


By injecting pure cultures of the bacillus bronchi- 
septicus directly into the renal artery, progressive 
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nephropathy similar to spontaneous renal lesions 
has been produced in a series of experiments on 
dogs. These experiments have been in accord with 
the growing impression that micro-organisms are 
etiologically associated with progressive lesions of 
the kidney in man. The bacillus bronchisepticus 
produces spontaneous disease in the dog, and the 
authors include a report of such a case with autopsy 
findings. Five ccm. of a thirty-six to forty-eight- 
hour growth were injected hypodermically, directly 
into the renal artery, after reaching the kidney 
through a longitudinal abdominal incision and 
isolating the artery by blunt dissection. After 
injection the vein was compressed for a few seconds 
to secure complete spread of the bacterial emulsion 
throughout the kidney. 

According to the results obtained, the animals 
were divided into three groups: 

1. Immune animals that showed only a transient 
renal lesion, old or at least full-grown animals 
evidently having a well-developed immunity. 

2. Animals that died with a fulminating renal 
lesion and an acute general reaction, usually occur- 
ring in the young animals. 

3. Animals that showed a milder renal lesion 
which progressed after a less severe general reaction. 
These animals ultimately succumbed to renal 
insufficiency provided the uninjected kidney was 
removed after the acute stage had passed. 

The protocols of the various groups showed, for 
the first group, rapidly subsiding, acute, focal inflam- 
matory lesions resulting in focal scars. These 
lesions are associated with intermittent albuminuria 
and cylindruria of months’ duration, but no other 


evidences of renal insufficiency. In the second group. 


a fulminating, acute, non-suppurative process is 
coupled with an acute general infection, probably 
focal in nature but demarcated by merely a slightly 
intense involvement. Here an analogy is found in 
acute septicemia in the human. The progressive 
destruction found in the small granular kidney of 
chronic diffuse nephritis corresponds with the 
acute changes in the third group followed by rapid 
and extensive anatomical alteration of the renal 
cortex and resultant impairment in function, bring- 
ing on death after removal of the uninvolved kidney. 
H. W. PLAGGEMEYER. 


ROENTGENOLOGY; RADIOLOGY 


Blaine, E. S.: The Caliper Method of Foreign-Body 
Localization. Am. J. Roentgenol., 1917, iv, 544. 


The method described is one devised by Fuer- 
stenau and is one of the methods of foreign-body 
localization to be used by the army roentgenologists 
recently adopted by the medical department of the 
United States army. It is essentially a triangulation 
determination in which the mathematical calculation 
is rendered unnecessary by certain calibrations 
marked on arcs of a special caliper. 

After a preliminary fluoroscopic search for the 
foreign body has been made to determine its 


approximate location, a metal cross is placed directly 
above it or nearly so and in a location readily acces- 
sible to the surgeon at the time of the operation. An 
exposure is made with the vertical ray passing 
directly through the center of the cross and at right 
angles to the plate, the distance between anode and 
plate being exactly 60 cm. 

The tube is then shifted 65 mm. and a second 
exposure made on the same plate. With the aid of 
the calipers, whose points are placed on designated 
spots of the shadows of the cross and foreign body, 
the location of the foreign body can be accurately 
ascertained by simple arithmetical calculation. 
Distances are indicated from the center of the cross 
which is marked on the skin with a stick of silver 
nitrate. Deviations laterally, caudad, or cephalad 
can be indicated by an angle indicator or protractor 
whose use is described. 

While the above method is essentially a combined 
screen-plate method, it can be used with the screen 
alone in ¢ase of necessity. Although realizing the 
possibilities of errors by this method, the author 
believes that close co-operation between the surgeon 
and a skilled roentgenologist will minimize these 
and afford a high percentage of successful foreign- 
body removals. Hartune. 


Skinner, E. H.: The X-Ray in Thoracic War Sur- 
gery; a Review of Certain Recent Literature with 
Special Reference to Localization and Ex- 
traction of Foreign Bodies. Interst. M. J., 1917, 
XXiv, 903. 


The author reviews current medical literature 
relative to the expediency of early removal of 
bullets and shell fragments in the lungs and thorax 
and methods for localizing same. He finds that 
authors of textbooks tend toward a more con- 
servative and expectant treatment than is noticeable 
in much of the war literature, more especially the 
French. He cites numerous authors and gives a 
bibliography of articles reviewed. 

Attention is called to the apparent lack of use of 
portable roentgen apparatus close to the firing line. 
Regarding the localization of foreign bodies in the 
chest, the multiplicity of methods used is very 
noticeable. Some of these simply give information 
as to the depth of the foreign body under a given 
point of the skin; others permit of direct utilization 
at the time of operation by means of indicators. 
A close co-operation between surgeon and roent- 
genologist at the fluoroscopic table is conducive 
to the best results, according to the experience of 
numerous workers. ApotpH Hartunc. 


Newell, E. D.: The Value of the X-Ray to the Pa- 
tient, the Surgeon, and the Railroad in All 
Injuries Where There Is or Could Have Been a 
Bone Lesion. Internat. J. Surg., 1917, Xxx, 305. 


Cases in which injuries were apparently super- 
ficial, where the trauma was not considered ade- 
quate to cause more than a local flesh wound, have 
often been definitely shown on thorough X-ray 
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examination to present serious bone lesions; in 
other cases where the patient was profoundly 
shocked, the apparent traumatism great and the 
impact violent enough to produce many fractures, 
roentgenographic examination has proved that 
there were no fractures. There is no other instru- 
ment of precision in surgery or medicine that, 
intelligently used, gives such accurate and valuable 
information as does the roentgenogram in lesions of 
the bones and joints. 

A series of illustrative cases taken from the 
author’s records are given to show the benefit de- 
rived by the patient, the doctor, and the railroad at 
a small expenditure of money by the free use of 
roentgenography. 

In all of this work the author has depended on 
radiographic pictures as he does not believe that 
fluoroscopic examinations are at all reliable in bone 
work. The surgeon who is to diagnose and treat 
these cases should be competent to read X-ray 
pictures if he expects to make a correct diagnosis and 
get the best results from his treatment. Radio- 
grams are at times very deceptive, and one must 
be constantly on the alert. It is only by persistent 
study that one can expect to be really efficient and 
competent to interpret the findings. 


Maiolo, G. C.: Clinical Observations on Fifty Cases 
of Uterine Carcinoma Treated by Radium 
(Osservazioni cliniche sulla radium terapie ai 50 casi 
dicarcinoma uterino). Ayn di ostet. e ginec., Milano, 
1917, xli, 99. 

The cases reported were all inoperable cases or cases 
recurrent after a hysterectomy. Deducting 8 cases 
treated too recently to give any reliable data, the 
author finds that among the remaining 42, 16 were 
clinically and anatomically cured for a period vary- 
ing from one to two years. In 14 cases there was a 
reduction of the tumor. In 5 cases cure has not been 
effected, but the general state is improved. In 7 
cases there is not sufficient data to establish‘ defi- 
nite results. 

The conclusions drawn by the author are: (1) 
That direct action of radium on the neoplasm is 
manifested by a rapid diminution of the tumor or 
even by a complete disappearance demonstrable 
both clinically and histologically; (2) that indirect 
action is shown by the effect on the concomitant 
symptoms; pain, metrorrhagia and fetid odor dis- 
appear and there is general improvement in the 
condition of the patient. 

In favorable cases both direct and indirect effects 
are concomitant. In others the indirect effects 
occur without reduction of the tumor. In some 
inoperable cases the reduction was sufficient to 
make possible a transabdominal or vaginal hysterec- 
tomy. 

With regard to operable cancer the author thinks 
that radium therapy ought not to replace surgery, 
but that the best results will be obtained from the 
combination of both methods of treatment. 

W. A. BRENNAN. 


Nessa, N. J.: Roentgenology in Medicine and 
Surgery. J.-Lancet, 1917, xxxvii, 671. 

The author credits roentgenology with an im- 
portant réle as a diagnostic and therapeutic agent. 
He considers it the duty of roentgenologists to dis- 
seminate roentgen possibilities, and gives a brief 
history of the roentgen ray and the development of 
the science of roentgenology, and finally the indica- 
tions for its use in medicine and surgery, both 
diagnostic and therapeutic. 

The advantages of chest fluoroscopy over per- 
cussion to determine cardiac and pulmonary 
pathology is discussed, as well as the method of ac- 
tion of the ray in therapeutics. 

In concluding, the author mentions the value of 
prophylactic roentgen therapy to prevent recurrence 
of malignancy. W. A. Evans. 


Manges, M.: The Roentgen Ray in the Diagnosis 
of Pneumonia, Pleural Diseases, and Pul- 
monary Tumors. N.Y. M.J., 1917, cvi, 917. 


The author contends that the roentgen examina- 
tion in bronchopneumonia of adults is of little value. 
Likewise in acute lobar pneumonia, although it 
gives a fairly characteristic picture, its use as a 
routine measure is hardly indicated except in ob- 
scure cases. The roentgen studies in acute lobar 
pneumonia have yielded some interesting results 
relative to the onset, course, and termination of 
the infiltrating process and their relation to the 
clinical course and physical findings. 

In the later stages when complications such as 
pleural effusion, empyema, interlobar abscess and 
abscess or gangrene of the lung are suspected, the 
information which may be derived from it are of the 


‘greatest value. It may make the diagnosis without 


subjecting the patient to the dangers and dis- 
comforts of the exploring needle. The presence of 
adhesions and involvement of the diaphragm can 
only be determined by the roentgen examination, 
and the differential diagnosis between pneumonia 
and such subdiaphragmatic lesions as subphrenic 
abscess is rendered easy thereby. 

Regarding pleural effusions, more definite and 
absolute information can be obtained with it than 
by any other method. It has served to verify some 
of the current conceptions of fluid in the chest and 
caused others to be modified. The simultaneous 
presence of air, encapsulation of the fluid or limita- 
tion by adhesions can readily be ascertained. The 
findings with interlobar exudates are described. 

Various thoracic tumors are given consideration. 
Pleural tumors are merely mentioned, as the 
accompanying massive pleural effusion usually 
obscures any distinctive findings. Such tumors of 
the lung as those due to syphilis, sarcoma, carcino- 
ma, hypernephroma and Hodgkin’s disease can 
usually be discovered and diagnosticated with the 
aid of the roentgen ray. Discovery of the presence 
of metastatic malignancy in the lung may have an 
se: gaa bearing on the treatment of the primary 
esion. 
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In conclusion the author warns against discard- 
ing the older methods of physical examination and 
attention to the history of the case. The roentgen 
examination does not furnish infallible diagnoses, 
and best results can only be obtained by a combina- 
tion of all the available measures at command. 

ADOLPH HARTUNG. 


Welton, G. W.: The Value of Roentgenology in 
Head Injuries. Med. Rec., 1917, xcii, 852. 


Welton believes that the majority of linear frac- 
tures of the skull are relatively unimportant; she 
describes one case, a transverse linear fracture over 
the left posterior parietal region, in which the 
roentgenogram, rather than the pressure symptoms, 
correctly indicated the site for operation. 

Most interesting are cases of fracture without 
pressure signs. In Welton’s experience about twenty 
per cent of skull fractures have required operation; 
and operative treatment is determined, not by the 
roentgenographic presence or absence of fractures, 
but by signs of increased intracranial pressure. All 
depressed fractures of the vault are operated upon 
to obviate later complications, particularly epilepsy. 

Davip R. Bowen. 


Pfahler, G. E.: The Possibilities and Limitations of 
Roentgentherapy in Malignant Disease. J. 
Am. M. Ass., 1917, 1xix, 985. 


The author treats the subject under the heading 
of superficial epitheliomata, degenerating moles and 
deep-seated malignant disease, which includes car- 
cinoma and sarcoma. Under carcinoma, he further 
divides the subject into (a) operable and (b) inop- 
erable deep-seated carcinoma. Deep-seated car- 
cinoma may be inoperable because of the extent of 
the disease, because of some associated constitu- 
tional condition rendering the patient unfit for 
operation, or because the patient refuses to employ 
surgery. - 

The type of epithelioma giving the best results 
is the basal cell epithelioma. It is the author’s 
opinion that practically every case of this kind can 
be cured by the roentgen treatment. In certain 
cases showing extensive tissue change, he prefers to 
supplement the roentgen treatment with methods 
to remove much of the diseased tissue, this being 
accomplished by electrocoagulation. Squamous cell 
epitheliomata are cured with greater difficulty, 
and a most guarded prognosis should be given. 
Roentgen rays should not be depended upon solely 
to cure epitheliomata, but electrocoagulation 
should be resorted to. If for any reason electro- 
coagulation can not be applied preceding the roent- 
gentherapy, excision is indicated. If metastasis has 
already taken place, the involved glands should be 
removed surgically. 

Degenerating moles should be removed either by 
desiccation, electrocoagulation or excision. The 
author prefers desiccation or electrocoagulation. The 
necessity for wide excision and complete removal is 
urged. Following the removal, a single full dose of 


deep roentgentherapy should be given, and usually 
this is sufficient. 

The author considers the limitations of roentgen 
treatment of deep-seated malignant disease great. 
Under the heading of operable carcinoma, he 
expresses the opinion that the best procedure is the 
surgical removal of the diseased tissue, followed by 
deep roentgentherapy. Apparent cures of deep- 
seated malignancy under roentgentherapy alone 
have been noted, but the number of cases is too small 
to justify the recommendation of roentgentherapy 
to the exclusion of operative procedure. The most 
favorable time for application of the treatment is 
immediately following the operation; it is the 
author’s plan even to expose the tissues before the 
wound has been sutured. 

In inoperable cases, where the inoperability is 
the result of the extent of the disease, the chief 
advantages consist in the healing of ulcerated areas, 
the absorption of large carcinomatous masses and 
lymphatic glands which may. be making pressure 
on the nerves or vessels. Occasionally, the im- 
provement in this type of case is such that an in- 
operable case has been transformed into an operable 
one. The results in the inoperable cases due to con- 
stitutional conditions or to a refusal of operative 
procedure depends upon the conditions, but in 
each case the author urges a thorough course of 
roentgentherapy. 

Deep-seated sarcomata respond more readily to 
roentgentherapy, and the author considers that 
the majority of them can be made to disappear 
under this treatment. He considers roentgentherapy 
more satisfactory than surgery except in periosteal 
sarcoma, and in this type he advises strongly the 
postoperative roentgen treatment. 

The author makes the following conclusions: 

1. It is possible to cure the majority of cases of 
superficial malignant disease by roentgentherapy, 
and it is possible to cure all cases of superficial 
malignant disease by a combination of electro- 
coagulation and roentgentherapy, if applied before 
metastasis has taken place and deep tissues are 
involved. 

2. Combined treatment should be used wherever 
the end-results will be improved, and this will apply 
in the majority of instances. There should be a 
combination of either electrocoagulation and roent- 
gentherapy or operation and electrotherapy. 

3. In the great majority of cases when the 
malignant disease has extended to the glands, to 
the bones, or to the internal organs from the breast, 
for example, or from the uterus, the patient cannot 
be permanently cured by the roentgen rays, but 
can, however, be greatly benefited even in advanced 
cases. 

4. The roentgen rays with proper technique can 
be expected to cure the majority of cases of sarcoma, 
those most responsive to the treatment being medul- 
lary bone cases, sarcomata involving the soft tissues, 
and least of all the periosteal sarcomata. 

W. A. Evans. 
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Meyer, W. H.: A New Type of Rotary Mesh Filter 
for Use in Deep Roentgen Therapy with Special 
Reference to Vesical Neoplasms. JN. Y. M. J., 
1917, Cvi, 829. 

By means of drawings, tests, and photographs the 
author covers the theoretic considerations which 
led to the construction of his rotary mesh filter, 
which has for its governing principle the aim to 
bring the maximum absorption rate to bear below 
the fourth centimeter depth. As described by him, 
the appliance consists of a lead mesh so constructed 
that the square of the covered area equals the square 
of the area exposed, the lead being imbedded in 3 
millimeters of aluminum which acts as filter at the 
same time. The whole rotates on an eccentric in 
such a manner that the area immediately beneath 
the filter is alternately exposed and covered for one- 
half the total time. This being true, the dose can 
be double that with a plain filter, yet the skin re- 
ceives but a single dose. Also since the effect of 
the mesh is practically nil beyond the fifth or sixth 
centimeter, in theory at least there is almost con- 
tinuous exposure beyond this depth. A Coolidge 
tube with broad focus is essential to produce the 
desired results. 

A summary of the effect of filtration with the 
author’s rotary mesh filter is as follows: It results 
in: (1) a reduced absorption rate in the upper depths 
of tissue; (2) greater skin protection with the 
same dosage time heretofore employed; therefore, 
(3) the possibility of increasing the dosage time to 
nearly twice that generally used without further 
damage to the epidermis; (4) an increase in the 
deep transmission and absorption rate due in part 
to prolonged radiation as well as secondary ray 
effects. This does not mean a saving in time and 
certainly will not meet the approval of the hurry- 
up, homeeopathic-dose, single-area, make-them-come 
often radiotherapist. (5) It means that the present- 
day results, as measured by deep transmissian and 
absorption, may be attained with greater certainty 
because the same deep absorption and transmission 
rate can be brought to bear through larger and 
fewer areas. (6) Finally, it indicates that the 
efficiency of deep therapy with the popular multiple 
area cross-fire method may be greatly enhanced. 

The list of vesical neoplasms suitable for present- 
day roentgen therapy, according to the author, 
includes: inoperable epithelioma, sarcoma, and 
carcinoma for palliation if not cure; prophylactic 
pre-operative and postoperative radiation for 
malignancy; and prostatic hypertrophy, where the 
symptoms are not acute, where palliative treatment 
is indicated, or where operation is not considered 
or refused. 

The cross-fire method of deep therapy is used in 
conjunction with the above described rotary mesh 
filter. Exposures are given from the front, back, 
and through the perineum. Single skin areas 
chosen are larger than those frequently devised, to 
insure all of the deep area treated receiving radiation 
with each exposure. ApotpH HARTUNG. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Wadsworth, W. S.: Obstetric Problems and the 
Coroner’s Office. Am. J. Obst., 1917, Ixxvi, 622. 


As coroner’s physician, the author meets many 
problems of interest to the obstetrician. Out of 
5,000 cases examined, about 10 per cent were young 
children and 4 per cent were women then pregnant 
or recently so. He calls particular attention to the 
obstetric factors in the deaths of women and young 
children. Too many fatalities are due to the 
obstetrician who is biased by a too intensive study 
of one phase of the subject at the expense of other 
fields. The whole sex problem in all its biologic, 
psychologic and sociologic bearings, together with 
the problems of inheritance and environment, should 
receive attention. 

The previous local conditions of the birth canal, 
especially in regard to cleanliness and local disease, 
are important. Congenital diseases and the influ- 
ences which affect prenatal life should not be for- 
gotten. Chemical adjustments which tend to in- 
fluence cellular activity begin very early in the 
mother. Certain drugs are harmful to lower animals 
in embryonal life; hence, care should be exercised in 
using such drugs as magnesium sulphate during 
pregnancy. 

The problem of respiration in the newborn de- 
serves consideration. Death at birth, in a majority 
of cases, is associated with some form of res- 
piratory failure. The heart, cord, and placenta 
have been functioning for a long time when birth | 
takes place; but the respiratory mechanism must 
necessarily assume an important rdle suddenly 
and maintain it continuously. Purely respiratory 
asthenia is often a cause of death. Rapid absorp- 
tion or withdrawal of the blood from the placenta 
may cause sudden congestion in the lungs or other 
organs and result in death. 

Infections of the cord often pass unsuspected. 
Infections of the intestinal tract from the nose and 
mouth, and of the female genital tract from the 
rectum do not receive their share of consideration. 
The glandular phenomena are of great importance, 
since the glands are greatly out of proportion to the 
other organs in the newborn. ‘ Thymus disease, for 
instance, may cause disturbance by pressure on the 
blood-vessels and on the trachea. W. L. Brown. 


Corwin, R. W.: The Conduction of Hospitals. Tr. 
West. Surg. Ass., Omaha, 1917, Dec. 


Among the recommendations mentioned are: 
improvement in the character of the staff; increase 
in the number of paid men on the staff; exclusion of 
incompetent men from operating; re-education of 
the doctors; strict observance of the rules of clean- 
liness; better co-operation between members of 
the staff; more skillful and better paid men in 
charge of laboratories. 

There should be chemical laboratories for making 
and testing chemical substances used for patients. 
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All laboratories should be open twenty-four hours a 
day. 
Internes should receive more instruction from 
the staff and in laboratories. Centralization of 
medical government, and re-education of the Board 
of Managers are recommended. A medical execu- 
tive should serve as Superintendent. 

In the conduction of hospitals, the first considera- 
tion should be given to the patient. The second 
consideration should be the site of the hospital. 
The third consideration should be the plan of the 
hospital buildings. It has been found that buildings 
of one or two stories. have advantages over those of 
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many stories. Inclines with a grade of one fdot in 
six meet every demand of elevator or stairs. 

The fourth consideration should be the comfort 
and safety of the patient. Preparations against 
infection in the operating room are thorough; in 
the kitchen, they are neglected. More attention 
should be given to the cleanliness of food, cooking 
utensils, table ware, table linen and dish towels, 
and of the hands and clothing of the help. 

Odors from medicines, drugs, or chemicals that 
are useless or not essential are inexcusable. 

Smoking in a hospital should be forbidden. 

Epwarp L. CorNELL. 


MILITARY SURGERY 


Nore.— Readers are referred to the Table of Contents for other articles dealing with military surgery which ap- 
pear under the various headings according to our anatomical arrangement. 


Brown, T. F.: Disabilities of the War. Med. J. 
Austral., 1917, ii, 411. 


The question is presented of reconstruction of men 
whose wounds have been healed but who have 
been invalided to Australia permanently unfit. 
France has grasped the situation and is treating 
these cases by electrical, mechanical, and light 
methods at the Grand Palais, Paris, with remarkable 
success. 

The author is convinced that the use of electricity 
and massage as usually performed, although bene- 
ficial in a number of cases, does not go far enough. 
He urges the establishment of an Australian clinic 
in England to study the following: (a) dry head, 
radiant light and heat; (b) wet, whirlpool bath; 
(c) massage and manipulation; (d) mechano- 
therapy by the Zander method, isolation of muscles, 
and movable weights; (e) electrical methods; (f) 
re-education of muscles; (g) detection of malinger- 
ing; (h) schemes for the formulation of a scale 
of gratuities according to various disabilities caused 
by wounds, which shall serve as a school for the 
instruction of officers of the Australian contingent. 

D. N. EIsENDRATH. 


Dupont: The Employment of Adrenalin Serum in 
War Surgery (Notes sur l’emploi du s¢rum adren- 
aliné en chirurgie de guerre). Arch. de méd. el 
pharm. mil., Par., 1915, lxiv, 542. 


The author says that most of the wounded arrive 


in a more or less pronounced state of shock and need . 


some restorative before being operated upon. For 
some months he has used adrenalinized serum with 
good results. A half milligram of adrenalin is mixed 
with each 500 grams of serum and every patient in 
shock is injected with 500 grams of this mixture. 
As soon as he is operated upon a second injection is 
‘made and he continues to receive two injections per 
day for several days, but generally it is not needed 
after two or three days. The effects are marked 


increase in blood-pressure and a more ample pulse, 
as well as improvement in the general condition. 
W. A. BRENNAN. 


Dixon, R. G., and Bates, H. T.: Treatment of 
Wounds by a Solution of Soap in the Casualty 
Clearing Station. Lancet, Lond., 1917, cxciii, 789. 


This dressing has been used in 368 cases. During 
the same period similar cases have been treated 
with other antiseptics, including eusol, hydrogen 
peroxide and bipp, with the result that more soap 
is being used and less of the other antiseptics. 

A sample of common yellow soap was analyzed 
and found to contain: water 24.6; fatty acids 63.0; 
combined alkali 4.6; free alkali, 0; impurities 7.8 
per cent. This was considered suitable, and it was 
found possible to make a two and a half per cent 
solution of it. 

The points claimed for the soap solution dressings 
are that they cleanse wounds quickly, the dressings 
are much less painful than ordinary ones, there is 
a saving of labor as the dressings need only be 
changed every three or four hours, and the solution 
is easily procured, easily made, and cheap. 

Epwarp L. CorRNELL. 


Nové-Josserand and Tuffier: The Functional Re- 
sults in War Articular Resections, 1914-1916 
(Sur les résultats fonctionnels des résections ar- 
ticulaires en chirurgie de guerre, 1914-1916). Arch. 
de méd. et pharm. mil., Par., 1916, Ixvi, 145. 


The authors’ report is based on statistics and 
information furnished by various orthopedic hos- 
pitals in France. There were 107 reports containing 
1,850 cases of resection. Of the total resections, 
1,132, or 60 per cent were of the upper limb and 40 
per cent of the lower. This proportion is the in- 
verse of amputations, more than 60 per cent of 
amputations being in the lower limb, and the 
figures confirm the view that the upper limb is more 
amenable to conservative operations than the lower. 
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The value of resection of the upper limb is seen from 
the fact that the number of deaths is only about 5 
per cent. In the case of the hip and knee, resection 
shows 35 per cent of failures. 

The time at which the resection was performed 
must also be known. Of tog knee resections there 
were 36 within the first 3 days after injury, giving 33 
recoveries and 3 deaths; and 73 secondary or late 
resections with 35 recoveries, 20 amputations and 18 
deaths. 

Detailed tables are given showing the functional 
values of limbs after various resections. In a gen- 
eral way the results show that articular resections 
give a useful limb. In the upper limb and foot the 
result is obtained by reconstruction of a solid joint 
with limited movements, which is superior to 
amputation. In the knee and hip, ankylosis in a 
good position is the favorable result. Use of the 
limb with the aid of an apparatus is obtained. 

Although the general results are fair, they are 
much inferior to those obtained from resection in 
civil life, and this is accounted for by greater fre- 
quency of infection. 

The author’s conclusions based on the evidence 
afforded are as follows: 

Resection is indicated (a) as a means of early 
disinfection of articular wounds; (b) for drainage of 
suppurating arthritis; (c) in the treatment of 
chronic fistulous osteo-arthritis consecutive to 
articular wounds; or (d) as an orthopedic operation. 

In a general way resection assures a rapid and 
definite recovery, when done early; but from a 
functional viewpoint the result is less satisfactory 
when the operation is performed early than when 
it is late. 

In suppurative arthritis resection has given good 
results for all articulations except the knee. For 
the knee-joint statistics show 52 per cent of failures, 
and opinions as to treatment are divided. 

The authors discuss the question as to whether 
better functional results cannot be obtained by im- 
provement of the operative technique. The causes 
of defective articulations and ankyloses are to be 
traced to (a) the extent of the resection; (b) the 
destruction of the periosteocapsular sheath; and 
(c) muscular insufficiency. 

As regards the correction of defective end-results, 
the authors refer to the various kinds of orthopedic 
apparatus in vogue which give marked relief; also 
to certain operated cases which offer a possibility 
of satisfactory surgical treatment of defects. 

W. A. BRENNAN. 


Cathelin, F.: The Urinary Surgery of War (Chir- 
urgie urinaire de guerre). Arch. de méd. et pharm. 
mil., Par., 1915, lxiv, 13. 

Cathelin lays down some fundamental rules to be 
observed: (1) the use of cystoscopy in wounds of 
the lower pelvis; a routine systematic cystoscopic 
examination should be made in all penetrating 
wounds of the lower pelvis; (2) ureteral catheteriza- 
tion in kidney injuries; (3) the treatment of in- 


continence by epidural injections; (4) the use of 
autoplastic methods; (5) the advantages of internal 
urethrotomy; (6) the need of laboratories for the 
various urinary examinations and others that may 
be necessary. 

The idea which dominates all urinary surgery of 
war is that of conservation; not a blind conserva- 
tion, but that which a clear-seeing surgeon can map 
out. 

The author has treated 20 cases of war trau- 
matisms of the kidney and bladder and 15 lumbo- 
renal injuries with or without sphincter troubles, 
paraplegia or external wounds. Four special cases 
are given in detail; also 12 bladder injury cases. 

Twenty-two cases of mutilating injuries of the 
external genito-urinary organs have also been 
treated. Fourteen were treated by autoplastic 
methods; 5 recovered without intervention, and in 
3 external urethrotomy was necessary. Cathelin 
gives very full details of the various procedures to 
be followed in these autoplastic operations. Such 
autoplastics are difficult to execute and require an 
experienced genito-urinary specialist accustomed 
to this kind of operation. W. A. BRENNAN. 


Boyle, H. E. G.: The Use of Nitrous Oxide and Oxy- 
gen with Rebreathing in Military Surgery. 
Lancet, Lond., 1917, cxciii, 667. 


The author relates his experiences in 711 cases 
administered by himself and others. Of 550 cases 
administered by himself, 38 per cent had had either 
ether or chloroform-ether mixture. There were no 
fatal cases. 

Boyle attempts to procure a more extended use 
of gas and oxygen with regulation of rebreathing 
in major surgical procedures and especially in 
treating military wounds. He is quite convinced that 
this is an advance over other methods of anesthesia, 
and from the patient’s point of view is infinitely a 
better way than ether or chloroform. He gives a 
word of warning, however, that the combination 
anesthetic is not to be placed in the hands of the 
careless or the inexpert. E. C. RoprrsHex. 


Conclusions Adopted at the Third Session of the 
Interallied Surgical Congress (Conclusions adop- 
tées 4 Vissue de la troisiéme session du congrés 
chirurgicale interallies). Bull. méd., Par., 1917, xxxi, 


456. 


The following conclusions were adopted at the 
close of the Third Session of the Interallied Surgical 
Congress held recently: 

Secondary and late complications of brain wounds: 

1. Collected evidence in literature shows that if 
secondary complications of cerebral wounds are 
relatively frequent, late infective complications 
are much more rare than was supposed. 

2. Organic disturbances consecutive to wounds 
of the brain, hemiplegias, monoplegias, aphasia, 
etc., have frequently a tendency to improvement. 
Their treatment is in the domain of neurology. 
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3. Late epileptic seizures of jacksonian type can 
be benefited by surgical intervention, removal of 
the compressing cause, or of the foreign body or 
projectile fragments. It is useless to intervene for 
one or two isolated seizures of jacksonian epilepsy, 
because they may be due to the onset of encephalitis, 
susceptible to recovery, and on which surgical in- 
tervention would have no influence. Outside of 
cases where a foreign body or fragments exist, 
epileptic seizures do not call for surgical interven- 
tion. In cases of hypertension, lumbar puncture of 
the cerebrospinal fluid, controlled by the manometer, 
may be useful. 

4. Late cerebral abscesses, diagnosed and dif- 
ferentiated from non-suppurating encephalitis, 
should be operated upon after the precise clinical 
location made by the surgeon and neurologist. 
After exploratory puncture, without destruction of 
its protective adhesions, the abscess should be opened 
and asepsis maintained. 

5. Late localized meningitis and encysted ab- 
scesses of the meninges must be operated upon. 

6. The actual treatment of generalized menin- 

gitis is generally ineffective. Repeated lumbar 
punctures appear to be the most rational treat- 
ment. 
7. Cerebral hernias with abscess should be 
operated upon and the abscess drained. It appears 
preferable to abstain from lumbar puncture in the 
primary acute feverish phase of certain cerebral 
hernias. To avoid the spread of a possible local 
infection when the infective processes have dimin- 
ished, lumbar puncture by decreasing hypertension 
will favor reduction of these hernias. Resection of 
the hernias is only justified in the case of local necro- 
sis or of meningocele. 

8. Intracerebral foreign bodies causing encephali- 
tis, epileptic seizures, or an abscess, should be 
extracted. Well-tolerated foreign bodies should be 
allowed to remain. 

9. Cranioplasty is indicated from the esthetic 
point of view, especially in the losses of substance 
of the frontal region. From the curative point of 
view it is only justified in cases in which the extent 
of the cicatrix is the only cause of complications ob- 
served. From the prophylactic point of view 
the danger of an ulterior cranial traumatism in the 
trepanned region can become an operative indica- 
tion. In all cases there must be assurance that 
nervous complications, chemical or cytological 
modification of the cerebrospinal fluid, or papillary 
stasis, is not a counter-indication to intervention. 

10. Early treatment, systematic disinfection, 
and primary sterilization of the traumatic intra- 
cerebral areas are the best prophylactic treatment 
of secondary infective complications. 

End-results of the treatment of diaphyseal fractures 
of the thigh: 

1. Generally the end-results of the treatment of 
thigh fractures have been poor, due to the extent of 
the injuries, to the insufficiency of the resection and 
especially to infections of the area. 
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2. The end-results of fractures of the upper third 
and especially of the lower third of the femur are 
the least satisfactory. 

3. The most frequent late complications are: 
(a) infections under the form of chronic osteomye- 
litis; (b) deformities due to incomplete reductions; 
(c) less frequently, defects of consolidation or 
functional impotence of articular, muscular, or 
nervous origin. 

4. Shortening is the most frequent deformity 
and is the least avoidable. 

5. Rotation and angulation are most frequently 
due to insufficiency of surgical supervision. 

6. Surgical asepsis should be the chief aim. Its 
insufficiency is the direct or indirect cause of the 
resulting defects. The delays and difficulties in the 
treatment of prolonged infections render the ap- 
proximation of the fracture fragments more arduous. 

7. Primary suture of the wound and secondary 
suture after cicatrization transform an open into 
a closed fracture and have an important influence on 
the end-results of the treatment of thigh fractures. 

8. The frequent stiffness of the knee as well as of 
the hip and foot, isolated or associated, may be 
prevented by early mobilization. 

9. Muscular adhesions are the starting point of 
numerous functional disturbances, which may 
call for surgical intervention. 

10. Trophic disturbances, muscular atrophy, 
oedema, and vasomotor trouble play an important 
part and ought always to be the object of early and 
persistent attention. 

11. Marked deviations with or without osteo- 
myelitis demand osteotomy. Where there is a 
concomitant osteomyelitis, resection of the callus 
is generally indicated. 

Operations for nerve injuries: 

1. Nerve operations as a result of war lesions 
have up to the present time given relatively poor 
end-results. Partial lesions have a higher per- 
centage of good results than total lesions. 

2. The poor results are especially due to delayed 
intervention. 

3. Operations should never be done in a sup- 
purating area. 

4. The three principal causes for lack of success 
in operations on the nerves are: (a) sclerosis of the 
peripheric end, which increases with the lapse of 
time; (b) very considerable separation of the two 
ends; (c) intensity and duration of suppuration. 

5. Tendinous retractions, articular ankyloses, 
and ischemic muscular scleroses, all tend to effec- 


. tively diminish the value of the functional results. 


It is necessary from the very beginning to place 
the articulation in an appropriate position. 

6. Primary suture of nerves, which the present- 
day methods of wound disinfection make possible, 
is calculated to considerably improve results from 
the viewpoint of the frequency, rapidity, and amount 
of functional recovery. 

7. Even in cases where there is no success, 
primary suture keeps the nerve extremities in such 
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a condition that a fresh intervention is made very 
much easier. 

8. Functional recoveries are slowly produced. 
They require months and even years, which should 
be taken into account in assessing damages. 

Treatment of joint Sractures: 

1. The aseptic course of early operated osteo- 
articular lesions, with the average delay of from 
10 to 12 hours, indicates that maximum preserva- 
tion will result from intervention. 

2. Epiphyseal or epiphyseometaphyseal com- 
minutive fractures, i.e., trabecular fractures, in- 
complete perforations, etc., according to present 
knowledge justify surgical clearance and curettage 
followed by primary closure of the joint. 

3. Epiphyseal or epiphyseometaphyseal frac- 
tures, either partial or T, according to the case, 
call for arthrotomy with reduction or arthrotomy 
with economic clearing, i.e., partial atypical re- 
section, followed by primary suture. 

4. Primary resection is only exceptionally in- 
dicated by the bone lesions. It will be limited to 
comminutive fractures of the articular extremities. 
However, its indications are wider in the case of the 
hip and shoulder than in the case of the knee, elbow, 
and instep. In debatable cases to obtain a better 
functional result, more conservative methods should 
be followed, i. e., arthrotomy with clearance, partial 
atypical resection. 

Defective functional results will justify late 
orthopedic resection, the quality of which will 
generally be superior to that of primary resec- 
tion. 

5. Crushing injuries with destruction of the 
principal arterial trunk indicate primary amputation. 

6. Immediate mobilization should follow op- 
erative treatment and seems to have given better 
results than immobilization. 

7. Resection is indicated in infected joint 
fractures. 

Treatment of chronic osteomyelitis: 

1. Bone infection is produced in the same way 
as infection of other war wounds. It spreads in two 
ways: (a) from place to place through the medullary 
an compact tissue; (b) at a distance, along fissures; 
penetration through the bone tissue is generally 
slow and limited. 

2. Among the germs which penetrate earliest 
may be cited the streptococcus, the staphylococcus, 


the enterococcus, and more rarely the anaerobic 
microbes. In the microbian flora of subacute or 
chronic bone suppurations the most frequent are 
the streptococcus, staphylococcus, enterococcus, 
and pneumobacillus. 

3. The treatment of chronic osteomyelitis is 
essentially preventive, and does not differ from the 
treatment of the fracture area. 

4. The treatment of established osteomyelitis 
is at the present time purely surgical. It ought to 
be early. It consists essentially i in: (a) wide open- 
ing up of the area; (b) minute search jor and re- 
moval of all sequestra and foreign bodies; (c) 
filling all cavities. 

5. When this is done there are two courses to 
follow. Either immediate closure of the wound 
should be made, this being filled by autoplastic 
strips, or chemical sterilization of the wound with 
secondary autoplasty for filling the bone cavity, 
and suture. The latter method is that most gen- 
erally followed. 

Thoraco-abdominal wounds: 

1. Wounds of the diaphragm are the deciding 
factor in thoraco-abdominal injuries; wounds of the 
thoracic and abdominal organs show nothing 
unusual from the anatomic point of view. 

2. Hernia of the abdominal organs is difficult to 
recognize clinically. Radioscopic examination by 
showing displacement of the heart to the right is a 
diagnostic sign which should be noted, especially for 
the left hemithorax. 

3. The operative indications are almost ab- 
solute, except in cases where a very small projectile 
involves only the higher part of the abdomen, 
especially to the right. 

Outside of any operative indications in the thorax 
and abdomen, the perforation of the diaphragm calls 
for suture. 

4. Intervention by the transpleural thoracic 
route has many advantages in permitting in- 
spection of the lesions, treatment of the pleural 
cavity, and suture of the diaphragm. It also permits 
treatment of the subdiaphragmatic organs, whether 
herniated or not. 

5. The association of a separate laparotomy may 
be indicated. 

6. Thoracolaparotomy permits extensive treat- 
ment of both thoracic and abdominal lesions by a 
single route. W. A. BRENNAN. 
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Guthrie, D.: Factors of Safety in Abdominal 
Hysterectomy. Penn. M. J., 1917, xxi, 65. 


Guthrie records 373 hysterectomies during the 
past 6 years, with a mortality of 1.3 per cent. 
The surgeon should know the exact physical con- 
dition of the patient. Those who have suffered 
from severe metrorrhagia should be operated upon 
just before the: onset of the next period, giving the 
body a chance for recuperation. Efforts should be 
made to control metrorrhagia by salines, tonics, 
and other measures. If the hemoglobin is reduced 
to 40 per cent and the bleeding cannot be con- 
trolled, direct transfusion of blood is advised. To 
prevent postoperative shock due to loss of sleep and 
dehydration, nervous patients are allowed to rest 
in the hospital for a few days prior to the operation. 

Laxatives are given early in the afternoon of the 
day before the operation. Castor oil as a mechanical 
agent is the one of choice. To prevent loss of fluid 
from the body, the patient is not wrapped in blan- 
kets, the operating table is not kept warm, and the 
operating room is kept just at normal temperature. 
In all cases of hysterectomy the patients are shaved 
in the afternoon and the abdomen treated with tinc- 
ture of iodine. This is repeated just before opera- 
tion. In addition the vagina is washed out with 
soap and water and a 1 to 5,000 bichloride douche is 
given. This is repeated on the table in cases of 
complete hysterectomy. 

Good anesthesia by a competent anesthetist in 
the Trendelenburg position from the beginning is 
very important. This position keeps the small in- 
testine out of the pelvis when the abdomen is 
opened. When the peritoneum is opened, lifting 
up of the abdominal wall with two fingers inserted 
into the abdomen will facilitate the sliding back of 
any coil of intestine that might have gravitated 
downward. Much less gauze is required for ex- 
posure, and traumatism to the small intestine is 
lessened. 

If there is no pelvic infection, the gall-bladder is 
palpated and if necessary, attended to. The appen- 
dix is always removed, unless the condition of the 
patient is critical. 

The clamp method for the hysterectomy is used. 
The cervical canal is wiped out with gauze wet in 
bichloride. No strong antiseptic is used for fear of 
causing sloughing and subsequent intestinal ad- 
hesions. The other steps of the operation are 
described and illustrated by charts. 

The author urges the surgeon to give frequent 
personal attention during the postoperative course. 
The patient must also be watched carefully for the 


first few days and plenty of fluid administered, by 
bowel and mouth. Very little morphine is used, 
usually one-sixth of a grain before the operation. 
In postoperative atony of the stomach, lavage 
every three hours with hot water is used. For ileus 
and retention of urine pituitrin is given successfully. 
Catheterization is avoided. 

No postoperative hemorrhage has ever occurred. 
The uterine vessels are ligated after fixing the liga- 
ture along the side of the cervix by a safety tie and 
then securing the vessels firmly by another tie of 
the same ligature. The vessels in the broad liga- 
ments are secured by a safety tie, then a lock suture 
throughout. L. R. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Novak, E.: Hzematomata of the Ovary, Including 
Corpus Luteum Cysts. Bull. Johns Hopkins 
Hosp., 1917, xxviii, 349. 

The material upon which this study is based was 
derived from 85 cases in which one or both ovaries 
had been removed at operation. Some of these 
ovaries contained only one hematoma, some a 
great many. The selection of this material was 
made relatively simple by the obviousness of 
hematomata on naked eye examination. In all 
cases the ovaries were cut into at various planes, 
for the surface appearance of an ovary is of little 
importance as an index of its internal structure. 

The study has aimed to include all haemorrhagic 
lesions encountered, so that the series includes small 
follicular hemorrhages as well as the larger hama- 
tomata of pseudo-neoplastic type. In other words, 
it was not limited to the comparatively small 
group in which the blood tumor was so large as to 
give rise to the symptoms which indicated operation. 
By far the largest proportion of hematomata 
studied, as a matter of fact, were quite small, not 
exceeding 2 cm. in diameter. These smaller lesions, 
the author believes, afford a much better oppor- 
tunity than the more extensive ones of solving the 
important question of pathogenesis. The largest 
hematoma in his series measured 6 cm. in its 
longest diameter. Larger ones than this are rela- 


_tively rare. 


In investigating the material, the author was 
impressed by the fact that in the overwhelming 
proportion of cases hematomata of the ovary are 
the result of hemorrhage into the follicular struc- 
tures, including the corpus luteum, which is a 
derivative of the graafian follicle. 

Novak summarizes his study as follows: 

In the overwhelming majority of cases hema- 
tomata occur in connection with the follicular 
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structures of the ovary, although occasionally 
they may be the result of hemorrhage directly into 
the ovarian stroma. They are best classified as of 
the follicular, corpus luteum, or stromal type. 

The first-named group, i.e., the follicular, com- 
prises those due to haemorrhage into the maturing 
graafian follicle and those due to bleeding into the 
atretic follicle. The latter form is the most frequent 
of all, representing the common clinical type of 
follicular haematoma. In the follicular type, the 
source of the hemorrhage is definitely traceable to 
the vascular ring surrounding the follicle. Such 
haemorrhages are primarily perifollicular and there- 
fore stromal, but when sufficiently great they break 
through into the cavity of the follicle, forming 
either large or small hematomata. 

The corpus luteum hematoma is also very com- 
mon, being distinguished by its yellowish wall of 
lutein tissue. The various clinical types of corpus 
luteum cysts are explainable by reference to the 
normal life history of the corpus luteum. The latter, 
like the growing graafian follicle, may be arrested 
at almost any point by the occurrence of excessive 
bleeding into the cavity. This is especially com- 
mon during the stage of vascularization, in which 
a moderate amount of bleeding into the corpus 
lumen takes place as a normal phenomenon. 

Stromal hemorrhage, or ‘“‘apoplexia ovarii,” is 
not frequent, occurring most often in the course of 
infectious diseases, or with severe local inflammatory 
lesions. It has, however, been observed in the 
foetus and in the very young child. 

A careful study of the menstrual histories of the 
cases on which this paper is based shows that the 
hemorrhage which causes follicular haematoma 
occurs characteristically at or near the supposed 
time of ovulation, i.e., between the seventh and 
sixteenth days of the menstrual cycles. The bleed- 
ing of corpus luteum origin, as might be expected, 
occurs later, being apparently only an exaggeration 
of that normally occurring in the stage of vascular- 
ization, and there is no characteristic menstrual 
history associated with the presence of hematomata 
in the ovary. Grorce E. BEIbsy. 


McKay, H. S.: Tubo-Ovarian Infections. J. Mis- 
souri St. M. Ass., 1917, Xiv, 423. 


A careful study of the etiology of the infection 
is essential to the proper management of tubo- 
ovarian infections. The operative treatment in 
many instances will be largely influenced by the 
proper understanding of the etiology. The causative 
agent can most frequently be ascertained by a care- 
ful history and the location of the pathologic lesions. 
In pelvic infections due to streptococci the possi- 
bility of metastasis from distant foci must be con- 
sidered. The history of childbirth infections, 
abortions, instrumentation, curettage, lacerated 
perineum or cervix are significant and indicate an 
infection of streptococcic origin. A previous 
urethritis, irritating leucorrhoea and a former barth- 
olinitis points to a gonorrhceal infection. 


The location of streptococcic pelvic lesions is 
usually in the connective tissue area and in the broad 
ligament, low down beside the cervix. The tubo- 
ovarian mass is higher up and does not blend with 
the pelvic wall and uterus as does the mass in the 
streptococcic infection. 

No case should be operated upon in the acute 
stage, as Simpson, Clark, and others have long ago 
shown. 

In the acute cases coming to the author’s service, 
the following routine treatment is followed out: 
A blood count and an examination sufficient to 
determine the condition is made; the patient is 
placed in bed in the Fowler position, a large ice 
bag to the abdomen, continuous saline proctoclysis 
instituted and morphine sulphate, one-sixth of a 
grain, is administered every five hours to obtain 
and maintain intestinal quiet. All foods and 
liquids are withdrawn by mouth. Nearly all cases 
become quiescent in about forty-eight hours. 

Operation is undertaken after the patient has 
been normal ten days or more. A few cases have 
been operated upon in the acute stage when there 
was considerable doubt about diagnosis, and the 
Coffey quarantine pack used with great satisfaction. 

Decision as to what should be removed and what 
allowed to remain has to be decided by the path- 
ology present and a consideration of the individual 
case. In the event that both ovaries must be 
sacrificed, the uterus and cervix are usually removed, 
particularly in gonorrhoeal infections. This elim- 
inates the possibility of further distressing discharge 
from either uterus or cervix. 


EXTERNAL GENITALIA 


‘ Cullen, T. S.: Adenomyoma of the Rectovaginal 


Septum. Bull. Johns Hopkins Hosp., 1917, xxviii, 
343- 


The condition is described as follows: ‘‘ Adeno- 
myoma of the rectovaginal septum is a diffuse 
growth consisting of non-striated muscle and 
fibrous tissue with large or small areas of mucosa 
identical with the mucosa of the body of the uterus 
scattered throughout it. This mucosa swells at 
the menstrual period and: as there is usually no 
escape for the blood, the gland spaces tend to be- 
come cystic and are filled with blood; or there is 
hemorrhage into the matrix of the tumor. The 
tumor in the beginning is very small and starts in 
the vaginal vault just behind the cervix, or it may 
be recognized as a round or irregular thickening, not 
over 1 cm. in diameter, behind and usually at- 
tached to the cervix. The growth gradually spreads 
in a diffuse and irregular manner, involves the ad- 
jacent anterior rectal wall and spreads into one or 
both broad ligaments, until, finally, everything in 
the pelvis may be firmly glued into one mass.” 

In a previous paper Cullen made a tentative 
classification. This grouping, he believes, may be 
retained until our knowledge of the subject has 
been augmented. The classification with the num- 
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ber of cases brought up to date is as follows: (1) 
small adenomyomata lying relatively free in the 
rectovaginal septum; (2) adenomyomata adherent 
to the posterior surface of the cervix and at the same 
time to the anterior surface of the rectum; (3) 
adenomyomata gluing the cervix and rectum to- 
gether and spreading out into one or both broad 
ligaments; (4) adenomyomata involving the pos- 
terior surface of the cervix, the rectum and broad 
ligaments, and forming a dense pelvic mass that 
cannot be liberated. 

As can readily be inferred, the symptoms will in 
general depend upon the manner in which the growth 
extends. When small, it occasions little trouble. 
Extension to the rectum may or may not be fol- 
lowed by pain. Implication of the pelvic nerves in 
the diffuse growth may cause much neuralgic pain, 
and encircling of the ureters by the growth may 
bring about unilateral or bilateral hydro-ureter 
with renal pressure symptoms at the menstrual 
period. 


Menstruation in some cases occasions much pain. 


If the mucosa of the growth has projected into the 
vagina, there will be an escape of menstrual blood 
from the posterior vaginal wall at the catamenial 
period, as was noted by the author in one case in 
which the patient menstruated, although her 
uterus had been removed two years before; and in 
those cases in which the glands of the adenomyoma 
extend through to the rectal mucosa there will 
naturally be some escape of menstrual blood from 
the bowel at the period. 

In all of the previous cases the tumor occurred 
during menstrual life. The four cases recorded by 
the author in this paper offer no exception to the 
rule. The patients were 28, 37, 27 and 43 years of 
age respectively. Cullen states that nothing is 
known as to the origin of these tumors, but it is 
certain that their glandular elements are identi- 
cal with those of the mucosa of the body of the 
uterus. 

The article is profusely illustrated with drawings 
by Broedel and by microphotographs. 

Georce FE. Bercay. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Williams, J. W.: A Histologic Study of Fifty Uteri 
Removed at Cesarean Section. Bull. Johns 
Hopkins Hosp., 1917, xxviii, 335. 

During the past twenty years the author states 
that in his service in the Johns Hopkins Hospital 
they have had occasion to amputate the body of the 
uterus supravaginally and to treat the stump extra- 
peritoneally in 50 cases following delivery by cex- 
sarean section. In each instance the specimen was 
preserved and subjected to careful histological 
examination. 

The study of this comparatively large material 
yielded important information concerning a num- 
ber of questions; more particularly concerning the 
mechanism of the separation of the placenta and 
of the foetal membranes; the amount of decidual 
retained immediately postpartum; the vascular 
changes at the placental site; the retraction of the 
uterine muscle; the occurrence of ascending in- 
fection in patients who had been long in labor, or 
who had been repeatedly examined by persons 
neglecting rigorous hand disinfection; and finally 
concerning the characteristics of the cicatrix result- 
ing from previous sections, and its bearing upon the 
correctness of the dictum, “once a cwsarean, always 
a cesarean.” 

The author believes that a brief analysis of his 
findings will prove of interest, more particularly 
as they were not in accord with certain current 
teachings; they show that many of the statements 
concerning the third stage of labor contained in the 
textbooks are too arbitrary and general. 

The operation was resorted to in many patients 
who required a second or third cesarean section, 
as well as in those suffering from serious heart 
lesions, in whom a repetition of pregnancy bid fair 
to jeopardize the patient’s life, and in the case of 
certain feeble-minded or profoundly deformed in- 
dividuals in whom repeated pregnancy seemed 
undesirable from an economic or social point of 
view. 

Analysis of the series of cases shows that opera- 
tion was undertaken for the following indications: 
repeated ca#sarean sections, 10 cases; frank in- 
fection, 8 cases; rupture of the uterus, 5 cases; 
serious heart lesions, 4 cases; atresia of the cervix, 
3 cases; intramuscular hemorrhage associated with 
premature separation of the placenta, 2 cases; 
myoma of the uterus, 2 cases; atonic hemorrhage, 
2 cases; pregnancy in a rudimentary horn, 1 case; 
a total of 37 cases, leaving a balance of 13 cases in 
which the operation was undertaken for various 
other indications. The author acknowledges that 


supravaginal amputation may have been unneces- 
sary in a small number of the latter group of cases, 
but for the great majority he contends that it was a 
fully justifiable procedure. 

Before the author takes up the analysis of the 
histological findings he considers in detail the 
structure of the pregnant uterus at term, of 
the placenta, and of the membranes outside the 
placental site. 

His study showed that hard and fast rules cannot 
be laid down concerning the line of cleavage during 
the third stage of labor or concerning the amount of 
decidua which will be retained at the placental site 
or elsewhere in the uterus. In some cases cleavage 
occurred definitely in the spongy layer, less fre- 
quently in the compact layer, but very often it was 
irregular, involving the spongy layer in some places 
and the compact layer in others. Consequently, the 
amount of decidua retained varied greatly in dif- 
ferent specimens, and all gradations were observed, 
varying from a thick layer on the one hand to 
minute decidual triangles between the serrated 
margin of the muscularis on the other. 

The author refers to the fact that in not a few 
specimens it was impossible to locate the placental 
site macroscopically, and that its location could 
only be established after microscopic study. In 
such cases neither the amount of decidual tissue 
retained nor the increased vascularity enables a 
decision to be made, which in the author’s experi- 
ence depended almost entirely upon the recognition 
of foetal cell infiltration or of certain vascular 
changes, which only occur in this locality. 

In considering the structure of the full term 
pregnant uterus, attention was directed to the . 
excessive thinness of its muscular walls, and to the 
fact that their fibers had lost the felt-like structure 
characteristic of early pregnancy and had become 
arranged in almost parallel strands. Coincidently 
with the emptying of the uterus at the time of 
labor and the great increase in the thickness of its 
walls, the arrangement of the muscle fibers under- 
went immediate change, and microscopic ex- 
amination showed that the individual muscle cells 
had become considerably diminished in length and 
increased in thickness. Coincidently with this 
change the muscle bundles lost their more or less 
parallel arrangement and pursued an irregular and 
complicated course. In many instances the fibers. 
were markedly curved, suddenly bent at acute 
angles, and in general interlaced in such a way as 
to make it impossible to describe their course. 

In 8 instances the indication for the removal of 
the uterus consisted of frank intrapartum infection. 
In all of these cases, microscopic examination 
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- revealed the existence of acute inflammatory changes 

in the decidua. In every instance the process was 
most intense in the lower uterine segment, thus 
indicating that the infection had ascended from 
below. In a number of instances the placental site 
was involved in the process, and there was every 
probability that a considerable number of the pa- 
tients would have presented severe, if not fatal, 
infection in the puerperium had the uterus not been 
removed, and thus additional evidence is afforded 
of the widsom shown in adopting a radical course. 
In addition to the eight cases mentioned, definite 
inflammatory changes were noted in 12 other 
specimens. These were all derived from patients 
_ who had been examined by outside physicians before 
admission to the service, or in whom for one reason 
or another interference had been deferred until late 
in labor. In a number of these specimens appro- 
priate methods of staining enabled the author to 
demonstrate the presence of streptococci in the 
tissues, but in others, such bacteriologic evidence 
could not be adduced. 

The author considers the fact very impressive 
that inflammatory changes were present in 40 
per cent of the specimens, and it serves to demon- 
strate anew the dangers of conservative cesarean 
section when performed at any other than the opti- 
mal time, namely, at an appointed date during the 
last days of pregnancy or within a few hours after 
the onset of labor in patients who have recently been 
examined by an appropriate technique. In this 
group of cases, at least, he feels that the disadvan- 
tages incident to permanent sterilization have been 
more than compensated for by the increased saving 
of maternal life resulting from the radical operation. 

In this series of specimens are included 1o uteri 
which had already been subjected to casarean sec- 
tion upon one or more previous occasions, and it is 
interesting to study the cicatrix in connection 
with the frequently made statement that it always 
constitutes a locus minoris resistentia and thus 
affords justification for the dictum, ‘“‘once a ce- 
sarean, always a cesarean.” In eight of the speci- 
mens, one of which had been subjected to two and 
another to three previous sections, it was difficult 
to find the old cicatrix by examination with the 
naked eye, and the only indication of its existence 
was afforded by the presence of slight vertical de- 
pressions upon the external and internal surfaces of 
the uterus. In these specimens microscopic exam- 
ination revealed the entire absence of scar tissue in 
the uterine wall and showed that the muscle fibers 
extended across the site of the old incision as if it 
had never existed. In other words, examination 
showed that following the section, the uterine wall 
had been restored to its integrity, and that it 
offered little more chance for rupture than if a 
previous operation had not been performed. It is 


interesting to note that in this series of cases the 
convalescence from the previous operation had been 
uneventful and uncomplicated. 

The author believes that the evidence at his 
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disposal indicates that the healing of caesarean sec- 
tion wounds is generally satisfactory, provided that 
the convalescence has been normal, and ordinarily 
does not call for a repetition of the procedure unless 
definitely indicated by the existence of extreme dis- 
proportion or some other condition. On the other 
hand, in patients in whom the convalescence has 
been abnormal, it is probable that the cicatrix will 
be greatly thinned out and will offer a locus minoris 
resistentia. In such cases, a repeated cesarean 
section may be indicated for the express purpose of 
avoiding a subsequent rupture. His experience, 
however, showed that this is not inevitable and 
that even should it occur, satisfactory results 
should follow prompt operation. 

For practical purposes, therefore, he concludes 
that the behavior of the cicatrix can be regarded 
with equanimity provided the previous conva- 
lescence has been normal, but when it has been 
disturbed there is a reasonable probability of the 
occurrence of rupture, and such patients should be 
kept under the closest observation during the last 
months of a succeeding pregnancy. 

GerorcE E. Betsy. 


LABOR AND ITS COMPLICATIONS 


Zinke, E. G.: The Causes and Surgical Aspect of 
Rupture of the Uterus During Labor. /7r. 
South. Surg. Ass., St. Augustine, 1917, Dec. 


The most frequent cause of rupture of the uterus 
is a prolonged second stage of labor, due to an ob- 
struction of either maternal or foetal origin. The 
appearance of the contraction ring is the most 
significant sign of an impending rupture of the uterus. 

When rupture of the uterus is not the result of an 
imperfectly united cesarean scar, extirpated tube, 
myomectomy, etc., but is solely the consequence 
of an obstruction, its clinical picture is clear and 
definite. The symptoms are easy of recognition, and 
the rupture may be anticipated and promptly 
diagnosticated if the attendant is upon the scene 
at the time. 

The management of rupture of the uterus during 
parturition differs according to the completeness or 
incompleteness of the rupture, the amount of 
hemorrhage, the condition of the mother, and 
according to whether the patient is in a hospital or 
at home. If the rupture is incomplete, the child 
may be extracted per vaginam if the hemorrhage 
is not severe or when the patient is in her home; 


if the patient is in a hospital, an abdominal section, 


quickly performed, may save both lives even if the 
loss of blood has been great. If the rupture is 
complete, and the child is alive and vigorous, an 
immediate abdominal section is indicated, no matter 
what the condition of the mother, or whether she is 
at home or at a hospital. If the child is dead, and 
the mother’s condition is hopeless, it is of no avail 
to interfere surgically under any circumstances. 
If the child is dead, and the mother’s condition 
fairly promising, the child should be at once de- 
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livered through the abdomen, and the rent in the 
uterus and peritoneum repaired; or, if an infection 
exists, a hysterectomy should be performed. It 
is understood that this latter treatment promises 
little for the mother when it must be carried out at 
home; but that her life may often be saved if the 
operation is performed in a hospital. 


PUERPERIUM AND ITS COMPLICATIONS 


Hirst, B. C.: The Treatment of Puerperal Pyzemia. 
Surg., Gynec. & Obst., 1917, xxv, 452. 


Hirst was formerly opposed to operative treat- 
ment for pelvic thrombosis, first, because of the 
difficulty in diagnosing the condition; secondly, 
because he considered the thrombosis a conservative 
action on the part of nature which should not be 
disturbed; and thirdly, because nothing apparently 
could have been gained in all his cases operated 
upon abdominally for puerperal infection during 
the past twenty-five years. 

He gives a brief history of 37 cases of different 
types of infection operated upon in the last five 
years. While the abdominal incision offered a good 
opportunity for observation, there seemed to be no 
case which would gain by the ligation of the pelvic 
veins. Also the mortality has been exceedingly 
high in such operations. The author now considers 
operative treatment more favorably and will look 
for symptoms of pelvic thrombosis in cases of 
puerperal pyemia. 

Among 37 cases operated upon at the maternity 
clinic there was 13.5 per cent mortality. The indi- 
cation for operation in practically all cases was the 
presence of a pelvic mass, with the history of infec- 


tion. Two cases had general peritonitis and_ were 
hopeless. The location of pain was as follows: in the 
left lower abdomen in 13 cases; in the right lower ab- 
domen in 6; in the bilateral lower abdomen in II; 
location not given in 7. The time intervening be- 
tween delivery or miscarriage and operation ranged 
from three days to five months; in the majority of 
cases the interval was from one to three weeks. 
L. R. GotpsmitH. 


Alcorta, R. H.: Postpartum Hemorrhage and Its 
Treatment (Les hemorragias del post-partum y 
su tratamiento). Arch. de ginecop. obst. y pediat., 
Barcelona, 1917, Xxx, 231. 


To combat .postpartum hemorrhage, Alcorta 
says three procedures are available: the elastic 
ligature of the trunk, or the method of Ribera- 
Momburg; Duerrhsen’s utero-cervico-vaginal tam- 
ponade; and blood transfusion. 

The elastic ligature of the trunk is only an adap- 
tation of the method of aortic compression first put 
into practice by Ribera and then perfected and gen- 
eralized by Momburg. It consists in effecting com- 
pression of the abdominal aorta indirectly by means 
of a band or tube of rubber twisted strongly around 
the waist and providing a constriction which effects 
hemostasis in all parts of the body situated below 
the ligature. It may be practiced with or without 
anesthesia. The method was first applied in 1910 
for hemorrhage due to placenta previa. 

In the majority of cases the author thinks that 
Duerrhsen’s tamponade suffices to stop the loss of 
blood. Blood transfusion not only has an important 
hemostatic value, but also has an admirable effect 
on the general state. W. A. BRENNAN. 


{ 
{ 
| 
i 
4 
J od 
a 


GENITO-URINARY SURGERY 


KIDNEY AND URETER 


Chetwood, C. H.: Renal Misplacement, Renal 
Hematuria and Renal Infection. Am. J. 
Surg., 1917, XXXi, 273. 

All kidneys are movable, physiologically, in a 
vertical plane, varying in normal limits sometimes 
as much as five centimeters. Movability in a 
horizontal plane is more apt to give rise to symp- 
toms. The severity of symptoms does not bear a 
direct ratio to the degree of mobility. Various 
causes for undue mobility have been ascribed, the 
chief cause being the absence of fibrous tissue bands 
by which the kidney is attached to the back of the 
abdominal cavity. The author finds from the ex- 
amination of a series of cases that 50 per cent com- 
plained of pain alone, suggesting kidney distension. 
In over to per cent there was evidence of actual 
obstruction producing stasis in the form of hydro- 
nephrosis or pyelitis. In over 5 per cent there was 
added infection. In 33 per cent there were gastro- 
intestinal disorders. 

The symptoms of misplaced kidneys may be 
divided into: (a) those produced within the organs 
themselves, and (b) those produced in adjacent 
organs and other parts of the system. 

The first and most likely local result is acute 
congestion due to torsion of the kidney upon its 
vessels and upon the ureter, and thereupon follows 
the sequence of acute hydronephrosis with the 
symptoms of Dietl’s crisis. 

Another result of torsion is hematuria, transient 
or more or less permanent, depending upon the 
degree and persistence of the torsion. Interference 
with renal circulation causes congestion and, 
according to the extent of the latter, tension, ecchy- 
moses, and the appearance of blood in the urine. 

The extrinsic causes may be summed up as all 
of those causes that produce obstruction to the 
blood supply and to the urinary outflow, i.e., renal 
mobility and torsion, external growths, and ab- 
normal blood-vessels. The intrinsic causes of renal 
hemorrhage are assumed to be dependent upon renal 
congestion. Renal congestion predisposes to infec- 
tion and kidney mobility has a relationship to both 
hemorrhage and infection. 


Every movable kidney is a latent source of in- . 


fection, the degree of which depends upon the 
nature of the latter and the susceptibility of the 
tissue. The practical deductions from the inter- 
relationship of renal mobility, haemorrhage and 
infection are as follows: 

In the case of movable kidney, if there be no 
interference with circulation or the flow of urine, 
no symptoms are likely to be produced in the kidney. 


Pain is an indication of renal distension. 

Descent alone, of the kidney, is not sufficient to 
produce symptoms growing out of interference with 
blood supply or urine outflow. There is usually 
added the element of torsion or external pressure 
as a determining cause of symptoms. 

Interference with emptying of the pelvis of the 
kidney as in the bladder is a frequent contributing 
factor toward infection, or hindrance to the cure 
of an existing infection. Therefore whatever im- 
pairs the musculature of the pelvis or ureter may 
be considered as a predisposing cause of infection. 

Bleeding is always due to an impairment of the 
continuity of the walls of the blood-vessels, which 
may be either mechanical (traumatic) or inflam- 
matory (infective). 

Evidence of the co-relation of these three phases 
of kidney disorder are the simple rules upon which 
the treatment of any one of these conditions in- 
dividually or of all of them collectively may be 
based. The principal demands are normal fixation 
and adequate drainage. When these fail nephrec- 
tomy may be necessary but should be contended 
against as far as possible. H. G. Hamer. 


Young, E. L., Jr.: Clinical Diagnosis of Lithiasis 
of the Upper Urinary Tract. J. Am. M. Ass., 
1917, lxix, 1490. 

The absolute diagnosis of stone in the kidney or 
ureter without the use of the roentgen ray is im- 
possible. A stone may present so-called typical 
symptoms or present no symptoms whatsoever; 
again, many patients with symptoms suggestive of 
renal or ureteral stone and many of them with 
pathological urines are finally found to have some 
other renal disease, or disease of some other struc- 
ture. A good roentgenogram, therefore, is the best 
evidence of presence or absence of stone, by which 
method, with good technique, only from one to six 
per cent are not found. 

Stereoscopic plates, with opaque ureteral cath- 
eters in place, are necessary to prove the presence 
of ureteral stone and to distinguish it from extra 
ureteral shadow-producing structures. The wax- 
tipped catheter has a very limited value in the case 
of ureteral stone and an even more limited value in 
pelvic stone, due to inaccessibility with stone in the 
lower calyces. 

Young reports no success in rendering stones 
more prominent in roentgenograms by the direct 
application of collargol or other opaque media 
through the ureteral catheter. 

Among the most common confusing conditions 
with renal and ureteral lithiasis are seminal vesi- 
culitis and certain orthopedic abnormalities such as 
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postural strain, flat-foot, scoliosis, hypertrophic 
vertebral arthritis and sacro-iliac strain, but the fact 
should always be kept in mind that more than one 
condition may be present. 

No single piece of evidence or combination of 
evidence is sufficient to make an absolute diagnosis 
of renal or ureteral stone. All chance of: mistake 
should be excluded by using ureteral catheters, wax- 
tipped catheters, stereoscopic plates and roent- 
genograms, with injected renal pelvis in selected 
instances. Repeated careful urinary examination 
is necessary in all patients with indefinite symptoms, 
even when a definite orthopedic condition is present. 

Harry CULVER. 


O’Neil, R. F.: Clinical Observations from the 
Study of 371 Cases Presenting Symptoms of 
Nephrolithiasis. N.Y. M.J., 1917, cvi, 876. 


O’Neil studied the records of a considerable 
number of patients of the Massachusetts General 
Hospital in whom the provisional diagnosis was 
nephrolithiasis, in order to ascertain, if possible, the 
proportion of cases in which stone was the cause 
of the symptoms. 

Pyelotomy heads the list of operations on the 
kidney by a large majority and is the one of election 
for renal stone, there being less danger from hem- 
orrhage and infection and less likelihood of recur- 
rence. Occasionally nephrotomy will have to be 
combined with pyelotomy, due to the size and 
location of the calculus. Next in frequency of opera- 
tive procedures is nephrectomy, with nephrotomy as 
third on the list. Splitting the kidney with a wire 
and careful suture of the kidney about a rubber 
tube proved the most effective means of preventing 
hemorrhage. 

The intravesical operation with the operating 
cystoscope is of value in a certain limited number of 
cases of low calculus. 

In regard to results, there were five deaths, two 
of which were due to the anesthesia. Rapid recur- 
rence was noted in some cases, a persistence of uri- 
nary symptoms in others, some abnormality of the 
urine while symptomatically well in still other 
cases. The most troublesome cases, according to 
the author, were those in which a urinary fistula 
persisted. In these cases a cure can only be obtained 
by reimplantation of the ureter, and should this 
fail a nephrectomy should be done. In some cases 
where there was immediate and persistent leakage 
following a difficult ureterectomy, constant ureteral 
drainage has caused a cure. In bilateral cases, the 
author operated first upon the kidney which by 
X-ray findings and function was considered to be 
the better of the two; this is the procedure to be 
carried out in these cases of bilateral calculous 
anuria when the condition of the patient will 
permit one side only to be operated upon. 

The diagnosis in all of these cases was made on 
symptomatology, X-ray and cystoscopic findings, 
and urine examination. Practically all cases had 
pain or a history of pain of all degrees and varieties, 


which made it impossible to classify. The author 
says that stones in the ureter give a much more 
definite picture than those in the kidney. He 
insists that the relationship of orthopedic conditions 
to the diagnosis of urinary lesions is one of great 
interest. 

In negative cases repeated examinations of the 
urine should be made for microscopic blood and 
albumin; the X-ray is without question the most 
valuable single method of diagnosis, and with a 
good technique, proper preparation, multiple expo- 
sures and an injected radiograph, few stones will 
escape; in cystoscopy there is nothing to differentiate 
calculi from other lesions of the upper tract. 

In conclusion, the author states that a persistently 
normal urine and a persistently negative X-ray in 
connection with pain in the lower back or abdomen 
must be a great rarity, if it ever occurs, in cases 
of lithiasis. Louis Gross. 


Young, H. H., and Colston, J. A. C.: Injuries to the 
Pancreas Following Operations on the Right 
Kidney. J. Urol., 1917, i, 179. 


Three cases of recognized operative injury to the 
pancreas are fully reported. Probably many cases 
of extreme abdominal distension following operations 
on the right kidney are sequele of unrecognized 
trauma to the pancreas. 

Anatomically it would seem that the tail of the 
pancreas would be more often injured than the 
head because of its closer contact with the left 
kidney. This, however, is not the case, because 
of its greater mobility and lack of firm attachment. 
Injury to the head also is far more serious as it is 
larger, relatively more vascular, and the extra- 
vasation of pancreatic secretion about the more 
important structures with which it is surrounded 
would provoke more serious consequences than a 
similar occurrence to the tail. An important point 
to be remembered is that the flexure of the duode- 
num is retroperitoneal, more or less fixed and at- 
tached to the head of the pancreas, so that during 
traction medianward on it in an effort to expose the 
right kidney, injury to the pancreas is possible. 
Adhesions about the upper pole of the kidney, 
aberrant vessels, and a shortened, infiltrated pedicle 
are frequent sources of hemorrhage. Because of 
retraction into the deeper portion of the wound such 
a hemorrhage is hard to control and serious injury 
to the pancreas and duodenum is easily done in the 
application of clamps or too vigorous packing, with 
resultant hemorrhage and fat necrosis. 

Recognition of injury to the pancreas is practical- 
ly impossible. Progressive and extreme distension, 
persistent vomiting and abdominal pain, with rapid 
prostration, are signs of intra-abdominal catastrophe, 
and laparotomy with relief of obstruction becomes 
necessary. Drainage of the involved areas in the 
pancreas is usually all that can be done because of 
the condition of the patient. Pre-operative prepa- 
ration insuring thorough evacuation of the in- 
testines, a routine hypodermic of one-quarter of a 
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grain of morphine and one-fiftieth of a grain of 
eserine as a preventive against postoperative 
distension are insisted upon by the authors. 

In the first case reported, right nephrectomy for 
renal calculus was done. During the division of the 
adhesions about the upper pole a clamp slipped 
and an active arterial hemorrhage resulted. Firm 
pressure with packing and the deep application of 
clamps controlled the hemorrhage. The postopera- 
tive course was normal for the first twenty-four 
hours; then restlessness, fast pulse, and abdominal 
distension came on rapidly. An enterostomy gave 
fair relief of distension; no obstruction was found. 
The distension rapidly reappeared with fecal 
vomiting, and death occurred four days after the 
first operation. The autopsy showed numerous foci 
of necrosis in the pancreas, and at the base of the 
mesentery widespread and destructive fat necrosis, 
the latter found also in the fat of the ascending 
colon. 

The second case was a pyelotomy for a right renal 
calculus. Considerable difficulty was encountered 
due to firm adhesions at the upper pole. These 
were divided between clamps with no unnecessary 
hemorrhage. The following day there was marked 
distension of the abdomen, and a rapid pulse, poor 
in quality. Usual measures to move the bowels 
proved ineffectual; persistent nausea and vomiting 
was uncontrolled by gastric lavage. An enterostomy 
was followed by relief of distension on the second 
day, after which the patient gradually became 
weaker and presented a general picture of inanition. 
About a month later, sugar appeared in the urine, 
with negative findings for acetone and diacetic 
acid and the patient was put on pancreatin, calcium 
lactate, and a modified soft diet. Rapid gain in 
strength followed, and the patient was discharged 
cured. Here a definite interference with the normal 
functioning of the pancreas took place without 
any extensive extravasation of secretion into the 
tissues about the pancreas, which latter is almost 
invariably and rapidly fatal. 

In the third case, nephrectomy was done for 
hypernephroma. There was intestinal obstruction 
requiring enterostomy, due probably to traumatism 
to both pancreas and the adjacent intestine. Re- 
covery followed. 

The foregoing facts emphasize the importance in 
renal surgery of care in hemostasis and good ex- 
posure, with the avoidance of violent retraction and 
traumatism. H. W. PLAGGEMEYER. 


Thomas, B. A., and Birdsall, J. C.: Comparative 
Results of Various Functional Kidney Tests, 
Based on a Series of Cases. J. Am. M. Ass., 
1917, lxix, 1747. 

In order to obtain more accurate information 
upon the comparative value of the most popular 
tests for determination of renal function, the authors 
subjected each of a group of patients impartially to 
the following ten functional kidney tests: indigo- 
carmine, phenolsulphonephthalein, total non-pro- 


tein nitrogen of blood, urea nitrogen of blood and 
urine, Doremus’ urea test, Ambard’s ureosecretory 
constant of blood and urine, creatinin of blood, and 
cryoscopy of blood and urine. 

A description of the technique employed by the 
authors in the performance of these tests discloses 
various modifications from the routine, most im- 
portant among which are: Quantitative determina- 
tions of indigocarmine are made for three-hourly 
intervals, the Dubosq or a colorimeter recently 
improved by the authors being utilized, and the 
greatest reliance is, placed on the index of elimina- 
tion, i.e., the ratio of output for the first and third 
hours; in the performance of the phthalein test it is 
deemed more rational, scientific and accurate to 
regard the quantitative output for the first hour 
from the time the drug is administered, as against 
the quantity commonly regarded as eliminated for 
the first hour, comprising that for the hour after 
elimination begins, plus the time required for it to 
appear. , 

The comparative results of the various tests, 
which are divided into those of retention and excre- 
tion, are tabulated in normal and pathologic cases, 
upon the analysis of which the authors formulate 
the following conclusions: 

Indigocarmine was found to be more trustworthy 
practical than _phenolsulphonephthalein. 
Wherever the performance of more than one test 
appears to be desirable for confirmatory judgment, 
phthalein, total non-protein nitrogen, or urea 
nitrogen may be utilized. Ambard’s quotient pos- 
sesses no actual advantage over indigo or phthalein. 
Cryoscopy of blood and urine is valueless. Creatinin 
of the blood and urine, urea nitrogen either per 100 
ccm. by the urease or by the Doremus sodium hydro- 
bromide method demonstrate results so variable as 
to be unreliable. 

Finally the authors accentuate the superiority of 
indigocarmine over all other functional kidney 
tests, because “it is not only the most practical 
test, but is unsurpassed in. reliability, whether em- 
ployed for unilateral determination by the method 
of chromo-ureteroscopy or for total function through 
reliance chiefly on the index of elimination.” 

M. Kroroszyner. 


BLADDER, URETHRA, AND PENIS 


Geraghty, J. T.: The Results of Treatment of 
Bladder Tumors. J. Am. M. Ass., 1917, Ixix, 1336. 


Bladder tumors are classified as benign papilloma- 
ta, malignant papillomata, and papillary carcino- 
mata. Papillomata are a “pedunculated, papillary 
form of villous tumor springing from the mucous 
membrane of the bladder, composed of a branching 
connective tissue framework, lined by epithelium 
in several or many layers.” There is no characteris- 
tic appearance in either group. Benign papillomata 
repond well to the electric current and disappear; 
malignant types are often stimulated to greater 
growth. Microscopic examination is not absolute 
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proof of benignancy, as the portion examined may 
not have undergone the malignant changes which 
have taken place in some other portion of the tumor. 
If the epithelium has broken through its basement 
membrane and invaded the axis of the papilla on the 
main stalk, the papilloma has become carcinomatous. 

In a series of 65 cases of papilloma, 34 were 
treated by fulguration alone, the majority with the 
Oudine current; 29 per cent recurred, only one which 
proved to be carcinomatous failing to respond to 
further treatment. Radium radiation has been used 
for two years in connection with the electric spark in 
18 cases with 27 per cent of recurrences. Its value 
has been demonstrated preparatory to either fulgu- 
ration or resection when a complete cystectomy or 
prostatectomy otherwise would have been necessary. 
Suprapubic removal was carried out in Io cases. 
The 6 removed by the actual cautery had 2 recur- 
rences; the 4 by resection, none. 

Neither fulguration nor radium alone or in combi- 
nation were of any value except to give sympto- 
matic relief in a series of 56 cases of papillary carcin- 
oma so extensive as to preclude excision. Excision 
in 18 cases gave one operative death. 

The presence of infiltration in the surrounding 
bladder wall changing a pedunculated tumor to the 
sessile type, necrosis, oedema, or bulla about the 
margin, and small nodules beyond the main growth 
are indicative of carcinoma. Marked induration of 
the bladder wall felt either through the abdominal 
wall, rectum or vagina, practically proves malignan- 
cy. Histologic evidence of cancer in an excised 
specimen demands radical measures. The author 
believes that the information obtained counter- 
balances the theoretically increased risk of meta- 
stasis by excision. A severe intractable cystitis and 
failure to respond readily to fulguration and radium 
point unmistakably to cancer. Metastases are 
usually present in a carcinoma which deeply infil- 
trates the bladder wall. . 

The author concludes that early recognition and 
resection of carcinoma are essential, fulguration and 
radium having been proved useless. Recurrences 
after resection repond well to fulguration and ra- 
dium in the early stages of malignant papilloma. 
Radium has rendered malignant papilloma more re- 
sponsive to fulguration in some of the author’s cases. 
The development of endovesical methods has made 
possible a cure in practically all cases of papilloma- 
tosis. H. W. PLAGGEMEYER. 


Browne, J. P.: Large Vesical Calculus. J. Am. M. 
Ass., 1917, lxix, 1686. 


Browne removed by suprapubic cystotomy in a 
girl of sixteen an immense calculus, 4 inches in 
length and 3 inches around several different cir- 
cumferences, which had grown around a hairpin as 
a nucleus. The hairpin was lying in the bladder in 
a widely extended obtuse angle and was covered 
with the deposit to within about a quarter of an 
inch of each end. The patient made an uneventful 
recovery. M. KROTOSZYNER. 


Young, H. H., and Stone, H. B.: The Operative 
Treatment of Urethrorectal Fistula; Presenta- 
tion of a Method of Radical Cure. J. Urol., 
1917, i, 289. 

The authors base their discussion on a group of 
11 cases of urethrorectal fistula, in each of which 
trauma in the nature of a surgical operation was the 
underlying factor. These operations comprised 1 
perineal lithotomy; 4 incisions for drainage of 
prostatic abscesses, and 6 attempts at perineal 
prostatectomy. 

The various steps of the operation are amply 
illustrated. The authors describe it as follows: 

First, suprapubic drainage of the bladder is estab- 
lished, with the patient in a dorsal posture. The 
patient is then shifted to the exaggerated lithotomy 
position. A racquet-shaped incision, beginning in 
the midline of the perineum about 3 cm. anterior 
to the anal margin, is carried backward to this 
margin, and then encircles it at the mucocutaneous 
juncture. Through the circular part of this incision 
the mucosa of the rectum is dissected free all around 
until a cylinder of the membrane is stripped from 
its attachments well above the point at which the 
rectal orifice of the fistula opens, the fistulous tract, 
of course, being divided transversely in this process. 
This ascending dissection of the bowel is carried 
upward until sufficient mucous membrane is loosened 
to permit the pulling of the segment containing the 
fistulous orifice well out of the anus, the orifice and 
a small margin of normal mucosa above it and all 
that below it lying outside the skin level and later 
being excised. This part of the procedure may be 
described as an exaggeration of the Whitehead 
principle in operating for hemorrhoids. 

A minor point of some practical importance con- 
sists in beginning the dissection of the mucosa at 
the posterior or dorsal part of the circle. Not 
only is it easier to find normal planes of cleavage 
here, where there is no scarring, but the field is less. 
obscured by hemorrhage than would be the case 
if the anterior side is first attacked, as blood then 
runs down over the posterior half of the anus. 

Next, the structures of the perineal body are 
divided through the straight incision in the midline, 
the handle of the racquet, so as to expose thor- 
oughly the urethral orifice of the fistula. It should 
be noted here that in the first three of the cases 
the sphincter ani muscle had been cut in the midline 
anteriorly in previous attempts at cure of the con- 
dition, so that this part of the incision actually 
divided nothing but scar tissue in these cases. 
This scar tissue in such cases is dissected away 
laterally sufficiently to expose the ends of the 
sphincter ani muscle, the levatores ani, and the 
lesser muscles of the perineal floor. In the rest 
of the cases with one exception, the intact sphincter 
ani muscle was divided in the midline anteriorly 
to allow a better exposure and repair of the urethral 
opening, and the muscle then repaired as in the first 
three cases. In one case it was not considered neces- 
sary to cut the sphincter at all. 
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The edges of the urethral fistulous opening then 
exposed are freshened, and brought together with 
catgut sutures over a sound which has been pre- 
viously passed through the urethra. These sutures 
do not penetrate the surface of the urethral mucous 
membrane. ‘The levatores, fascia, and smaller 
muscles are then brought together by interrupted 
catgut sutures across the midline of the perineum in 
several layers, reconstructing the perineal body 
much as is done in gynecological operations for 
relaxed vaginal outlet. Finally, the sphincter ani 
is restored by uniting its ends with a mattress suture 
of catgut, and the midline incision is closed with 
interrupted sutures. The last stage in the operation 
consists in the excision of the protruding cuff of 
rectal mucosa in which the fistulous opening lies, 
and the union of the lower end of the rectal tube to 

- the anal skin margin. This is done by interrupted 
silk sutures after four submucous-subcutaneous 
sutures of catgut have been placed at quadrant 
points to help anchor the bowel in place. 

It will be seen that there are four essential 
principles in this procedure. The first is the pro- 
tection of the repair from leakage and muscle- 
spasm by diverting the urine from the urethra 
through the suprapubic drainage. This has been 
emphasized in the publication of a previous opera- 
tion for the same purpose by Young. The second 
principle is the complete ablation of the damaged 
portion of rectal wall and the reposition of per- 
fectly sound mucosa quite to the skin edge. The 
third element in the operation is the closure of the 
urethral orifice, and the final essential is the inter- 
position between rectum and urethra of a solidly 
built-up perineal body. J. D. Barney. 


GENITAL ORGANS 


Lowsley, O. S.: The Embryology of the Prostate 
and Its Relation to the Surgery of Obstructive 
Conditions. Am. J. Surg., 1917, xxxi, 276. 


The embryology and morphology of the prostate 
is detailed by the author, before discussing the 
surgical procedures in attacking pathological con- 
ditions. 

The principal conclusions are as follows: 

1. An understanding of the embryology and 
morphology of the prostate is essential for its proper 
surgical treatment by any method. In Young’s 
perineal operation it is essential to make the in- 
cision entirely through the posterior lobe into the 
lateral lobe cavities before beginning the enuclea- 
tion; otherwise the instrument will be led into the 
capsule of the gland and proper reparation cannot 
be accomplished. The intra-urethral suprapubic 
type of operation is preferable to the method ad- 
vocated by Freyer on account of the fact that by 
the former there is less derangement of the anatom- 
ical structure. 

2. The posterior lobe of the prostate is never 
removed either by Young’s perineal method or by 
the suprapubic route. 
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3. The ejaculatory ducts in practically every 
instance are not removed in a prostatectomy be- 
cause of the fact that they are firmly attached 
to the lamella of connective tissue which separates 
the posterior lobe from the rest of the prostate. In 
the suprapubic operation the upper portion of 
the verumontanum is usually torn away down to the 
point of entrance of the ejaculatory ducts, but on 
account of their structural qualities the orifices 
themselves are usually uninjured. 

4. The comparatively late and high involvement 
of the rectum in carcinoma of the prostate is due 
to the presence of the fascia of Denonvillier and the 
intravesicular fascia. 

5. The subcervical group enlargements are of 
frequent occurrence and of great importance on 
account of the position which they occupy. Ex- 
cision is best done by Young’s punch or a supra- 
pubic cystotomy, although the high frequency cur- 
rent and Chetwood’s galvanocautery method are 
advocated by some adherents. H. G. Hamer. 


Young, H. H.: Carcinoma of the Prostate; an 
Improved Technique for Radical Excision 
with Preservation of Urinary Control. J. Am. 
M. Ass., 1917, Ixix, 1591. 


From a large number of collected cases of pros- 


‘tatectomy, it is found that from 15 to 25 per cent 


of the specimens removed show definite microscopic 
carcinomatous tissue. In 1905 Young presented 
the technique for the radical removal of the pros- 
tate in clinically diagnosed carcinoma. By this 
technique, it is demonstrated that such carcinomata 
are radically cured, but most of the patients thus 
cured suffer from incontinence of urine thereafter. 
For three years Young has been improving on his 
old technique, so that now he removes these tumors 
with a radical cure and no resultant incontinence. 

Just in front of the anterolateral prostatic fascia 
lies that great plexus of blood-vessels, the plexus 
of Santorini, and the important nerves of the 
perineum, the external vesical sphincter and tri- 
angular ligament. The modification of technique 
consists essentially in protecting this anterolateral 
prostatic fascia while freeing the lateral and anterior 
aspects of the prostate, thus obviating dangerous 
hemorrhage as well as keeping intact the inner- 
vation and vascularity of the perineal muscles, the 
external vesical sphincter and triangular ligament. 

The entire prostate, with its capsule, and the 
prostatic urethra, a portion of the membranous 
urethra, a cuff of the bladder including most of 
the trigone, both seminal vesicles and from six 
to seven cm. of each vas deferens with the inter- 
vening and surrounding tissues are removed en 
masse. The anastomosis is made between the blad- 
der and remaining portion of the membranous 
urethra. 

The wounds heal with no resulting fistula, while 
the patients have a good bladder control and prac- 
tically normal urination. Excellent drawings 
accompany the description. Harry CuLver. 
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Castano, A.: Hematic Cyst of the Prostate (Kyste 
hématique de la prostate). J. d’urol. méd. et chir., 
Par., 1917, vii, 65. 

Castano reports a case of retention of urine in a 
patient aged 67 years who was a diabetic with pro- 
static hypertrophy. Examination disclosed the exis- 
tence of a tumor as large as an orange which com- 
pletely blocked the rectum. It was smooth and soft 
but not capable of depression. A diagnosis of ad- 
vanced prostatic hypertrophy was made. The case 
was treated for fifteen days, and owing to persistence 
of urinary and fecal disturbance the patient was 
then operated upon. 

On opening the bladder a large round tumor was 
found to occupy two-thirds of the organ. After 
several attempts the author was able to decorticate 
the tumor at its lower part, but the tumor broke 
and filled the bladder and wound with blackish 
blood. At the same time the tumor disappeared. 
After drying the wound the author could see the 
prostate; its edges were somewhat hard, and in the 
midst was a well-marked depression recently occu- 
pied by the fluid. The operation was terminated and 
the patient made an uneventful recovery. 

The author believes that the etiology of this pro- 
cess was undoubtedly an intraprostatic hemorrhage 
due to diabetes. W. A. BRENNAN. 


Shropshire, C. W., and Watterston, C.: Suprapubic 
Prostatectomy with Mechanical Drainage. 
N. Y. M. J., 1917, cvi, 928. 


The authors discuss drainage in suprapubic 
prostatectomy with the use of Kells’ drainage 
machine, giving the history and results in one of 
their cases. 

The authors state that without mechanical drain- 
age, where they depend on pressure to produce 
siphonage, it is almost impossible to prevent leakage, 
with the inevitable result of infection and necrosis 
of tissue; but with mechanical drainage the bladder 
is kept dry all the time. The success of any bladder 
drainage lies as much in the form of drainage tip 
to be used in the bladder as in the apparatus produc- 
ing the suction, and to be of value the suction tip 
must be so arranged that sufficient vacuum is pro- 
duced to remove urine, mucus, and blood clots from 
the bladder, but not strong enough to produce 
enough vacuum within the bladder to cause hem- 
orrhage or pain. Another objectionable feature that 
should be overcome is noise. 

The Kells constant drainage machine is supplied 
with various sizes of drainage tips and is the ap- 


paratus that has proved of greatest value in their 
hands. 

In conclusion, the authors say that: 

1. Mechanical drainage is of the greatest value 
in suprapubic operations. 
_ 2. It must be noiseless and reliable in its work- 
ings. 

3. The ideal machine is one in which the working 
is governed by vacuum and in which a certain fixed 
amount of vacuum is maintained. Lours Gross. 


MISCELLANEOUS 


Jacobson, V. C.: A Case of Multiple Myelomata 
with Chronic Nephritis Showing Bence-Jones 
Protein in Urine and Blood Serum. J. Urol., 
1917, i, 167. 

The author reports a case of multiple myelomata 
with associated evidence of advanced nephritis and 
retention of a large measurable amount of Bence- 
Jones protein in the circulatory blood. This is 
probably the first case reported with definite clinical 
evidence of retention with an advanced nephritis. 
The elimination of phenolsulphonephthalein was 
zero in two hours. The 24-hour specimen of urine 
showed 0.7 per cent Bence-Jones protein. The 
Wassermann test of the blood was negative. 

By a complete series of qualitative tests the uri- 
nary and blood residue was determined to be the same 
substance. For the quantitative determination of 
the Bence-Jones protein in the blood a modification 
of the Folin-Denis method for estimation of the 
urinary protein was used. By this method the blood 
serum obtained from the heart at autopsy was found 
to contain 7.86 per cent of the Bence-Jones protein. 
The urinary protein was 0.7 and 0.8 per cent eight 
and two days respectively before death by the 
ordinary Esbach procedure. In these results is 
seen a case in which the Bence-Jones protein was 
dammed back in the blood stream when, as a gen- 
eral rule, there seems to be a selective action of 
the renal epithelium in excreting a large amount of 
abnormal protein with a holding back in serum- 
albumin. 

The author agrees with Simon’s view of the origin 
of the Bence-Jones protein, in-that it is probably 
derived from the blood through the action of 
enzymes from the abnormal plasma cells of the 
bone-marrow. That it is a foreign protein has been 
proven by Ellinger, Stokvis and Manthes, who 
injected it into dogs intravenously and per rectum, 
finding it excreted unchanged afterwards. 

H. W. PLAGGEMEYER. 
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SURGERY OF THE EYE AND EAR 


EYE 


Rush, C. C., and Schaeffer, J. P.: Supernumerary 
Orbital Muscles. Arch. Ophth., 1917, xlvi, 524. 


In dissecting an adult orbit a slender but well- 
defined supernumerary muscle was found which 
had a common origin with the levator palpebre 
superioris. At a distance of thirty mm. from its 
origin it spread out into a fan-shaped attachment, 
the central fibers of which were attached to the 
upper and lower borders of the trochlea; one lateral 
expansion was directly continuous with a similar 
expansion from the levator and a lower was at- 
tached to the superior border of the rectus medialis. 
Traction upon the muscle gave a feeble internal 
movement of the eyeball. 

The authors discuss the embryology of the orbital 
muscles, review the literature, and state that the 
probable explanation of their finding is an excessive 
differentiation of the premuscle mass which nor- 
mally divides into a definite number of elements. 

S. S. Howe. 


Shannon, J. R.: Aneurism of the Internal Carotid 
Artery and Its Effect upon the Vision. Arch. 
Ophth., 1917, xlvi, 518. 

The case of a woman of fifty-two is reported, 
who, with an excellent previous history, became 
blind in the right eye within a short time, and four 
months later vision in the left eye had decreased to 
20:50. There were at no time paralyses or cerebral 
symptoms of any moment. She was examined by 
oculists, neurologists and surgeons without a 
diagnosis being made. A_ slow-growing, non- 
malignant tumor at the base of the right frontal lobe 

- was deemed probable, and to save the remaining 
vision in the left eye a decompression operation 
was done with negative findings and result. The 
patient recovered from the operation but died two 
and a half months later of cerebral hemorrhage. 

Autopsy showed aneurism of the right internal 
carotid artery near the circle of Willis. 

The author discusses the studies and reports of 
Beadles, Weir, Mitchell and Bramwell, and con- 
cludes with the statement that the condition is 
entirely unsuspected before the fatal apoplexy in 
almost every case. S. S. Howe. - 


Bonnefon, G., and Fromaget, H.: Researches on 
the Histological Evolution of Aseptic Scleral 
Resections (Rechérches sur |’evolution histolo- 
gique des résections sclerales aseptiques). Ann. 
d’ocul., 1917, cliv, 505. 


The author has made experimental sclerotic 
operations on rabbits and has made microscopical 
examinations of the cicatricial tissue after operative 


section. The conclusions drawn from this experi- 
mental research are: 

1. Scleral tissue follows the general laws of cica- 
trization. 

2. The corneal region losses of substance are 
rapidly obliterated. The fibrinous clot of the first 
stage gives place after the third day to an organiza- 
tion. The agent is the fibroblast cell, the origin of 
which is obscure. After two months the continuity 
of the ocular shell is re-established by tissue more 
dense and less regular than normal sclera. Inclusion 
of foreign tissue can alone stop this proliferation. 
When these obturator tissues are impermeable the 
ocular tension is not modified. When the tissues are 
permeable hypotonia by filtration is produced. 

3. Inany case the wound does not remain gaping; 
there is never a scleral fistula. Recent histological 
examination of sclerectomized eyes fully confirms 
the experimental results. In even aged glaucoma- 
tous patients the sclerotica proliferates very rapidly 
and fills the orifice unless some heterogeneous tissue 
is interposed to prevent proliferation of the scleral 
stumps. 

4. Simple regular sclerectomy experimentally 
has only a temporary hypotonic action, since it 
rapidly results in a scleral impermeable cicatrix. 
It favors the enclosure of the iris and this complica- 
tion is without doubt at the orgin of acute post- 
operative glaucoma. W. A. BRENNAN. 


EAR 


Rozier, I.: Wounds of the External Auditory 
Canal (Blessures du conduit auditif externe). Rev. 
de laryngol., Par., 1917, xxxviii, 361. 


Rozier states that wounds of the auditory appa- 
ratus are very frequent in war. In the otorhinolaryn- 
gologic war section to which he was attached, of 
13,000 patients that were treated since the beginning 
of the war, nearly 9,000 had ear troubles. Such 
injuries are due not alone to direct projectiles but 
also to the effects of explosions. The author treats 
especially of stenosis and consecutive atresia of the 
canal. The operative treatment depends on whether 
the stenosis or atresia is simple and without any 
neighboring lesion, or whether it is complicated 
with lesions of the middle ear, old or recent otorrhcea, 
or a traumatic mastoiditis. In the frst case the 
author makes a simple autoplasty of the membra- 
nous canal; in the second a petromastoidean open- 
ing up is done, followed by the usual plastic pro- 
cedure. 

Rozier gives the histories of eight typical war 
cases. From their study he finds that in wounds 
involving the auditory canal a cicatricial tissue is 
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produced so that the canal becomes stenosed or 
atresic either about the meatus, the cartilaginous or 
bony conduit or even along the whole canal. Such 
a stenosis may be either circular or tubular. 

If after as wide excision as possible of the cica- 
tricial tissue there is still a tendency to re-formation 
of the stenosis, it will be necessary to: (1) enlarge 
the external auditory canal by abrading its posterior 
wall as far as the tympanic membrane; (2) make an 
autoplasty of the membranous conduit according 
to Moure’s method in order to obtain as large a 
meatus as possible; (3) attach great importance to 
postoperative dressings. By following such pro- 


cedure the author has obtained definite recovery in 


the majority of cases of stenosis. 
W. A. BRENNAN. 


Shuter, R. E.: Notes on War Injuries of the Ear. 
Med. J. Austral., 1917, ii, 267. p 


The most interesting feature of this report is the 
author’s theory concerning concussion deafness, the 
cause of which he suspects lies largely, if not 
wholly, in the middle ear. 

He attempts to explain the phenomena observed; 
namely, a pronounced diminution in acuity of 
hearing by air conduction for high notes, associated 
with retention of range of hearing; that is, the high 
notes are heard, but only if strongly produced, on 
the basis of a disarrangement of the middle ear 
structures whereby the normal action of the stape- 
dius and tensor tympani muscles in accommodation 
for sounds of weak energy is interfered with or 
annulled. Orto M. Rort. 


Weill, G. A.: Modifications in the Operative Tech- 
nique for Acute Mastoiditis (Modifications dans 
la technique opérat ire de la mastoidite aigue). 
Rev. gén. de clin. et de thérap., 1917, xxxl, 565. 


The author thinks that the group of facial inter- 
sinusoidal cells is the route of approach of infection 
from the antrum towards the apex. In his own 
procedure he uses the inverse route in order to 
reach the antrum. It offers the least resistance 
and is easy to reach behind the lower wall of the 
canal. As depth is gained, it abuts on the wall 
of the antral cell. 

In two cases of penetrating wounds of the mastoid 
apophysis the author found that this route had 
been followed by the projectile, which in one of the 
cases was found in the antrum itself. 

In operating he uses an 8 mm. gouge behind and 
at the level of the lower wall of the canal to uncover 
the cortex; then hollows out until a group of cells 
is met which are curetted. Thence the biting for- 
ceps is used to resect the posterior wall of the canal 
and the cortex of the region behind the breach. 
Turning the cutting part of the edge upward, the 
intersinusoidal facial barrier is resected parallel 
to the canal, widening out at the expense of the 
apophysis and bony conduit and being guided by 
the curette. A final touch of the curette breaks 
down the inferior wall of the antrum and the biting 


forceps finishes the work. The operation is com- 
pleted by exploration and resection of the apex if 
necessary and by seeking secondary infected 
areas. W. A. BRENNAN. 


Burton, F. A.: Epithelioma of the Middle Ear and 
Mastoid. Laryngoscope, 1917, xxvii, 755. 


This article is a review of the literature on malig- 
nancy of the middle ear and mastoid, with the report 
of a case of epithelioma of these structures. 

The definite cause of cancer has not been ascer- 
tained, although much research work has been done 
in recent years upon this subject. Chronic irritation 
has been found to be a frequent predisposing factor. 
Cancer may grow in any one of three ways: First, 
with cells in solid cords and masses; this is the most 
characteristic and usual way; second, as an adenoma; 
or third, as a papilloma. 

Malignancy of the middle ear and mastoid is 
extremely rare, less than fifty cases having been 
reported in the literature. Epithelioma is more 
= in older, and sarcoma in younger individ- 
uals. 

Malignancy may follow long-continued ear sup- 
puration. Schwartze, however, is quoted as saying 
that it usually attacks a perfectly healthy ear. 
Politzer says that the most frequent site of origin 
of epithelioma of the ear is the auricle and external 
meatus. Bezold in observing 20,000 ear cases found 
carcinoma but four times. It is probable that the 
infrequency of cancer of the ear is due to the free- 
dom of the ear from warts, moles, nevi, etc. 

That the diagnosis of epithelioma should be made 
only after a careful consideration of the clinical 
course as well as the findings of the microscope is 
a point well made. 

The case reported is a female, aged 43 years, from 
whose right ear there had been a discharge for five 
years and impaired hearing for six weeks. When 
she came for examination she sought relief from 
pain and aural discharge. There was pain and 
tinnitus, but no vertigo and no spontaneous nystag- 
mus. The Weber test lateralized to the involved 
ear. The pain had been very severe for six or seven 
months, and the discharge had increased in amount 
and offensiveness. For about the same time she 
had noticed slight impairment in the movement 
of the jaw and face muscles, some difficulty in clos- 
ing her right eye, and a slight progressive loss of 
weight. Growths simulating polypoid tissue filled 
the external auditory meatus which bled excessively 
upon swabbing. 

Microscopic examination of this tissue was made 
and the pathologist reported it to be an epithelioma. 
The growth returned in a few days after its removal. 
Eight weeks of X-ray treatment did no permanent 
good. She was then sent to the hospital and the 
usual mastoid incision was made and the growth 
removed. The amount of cancer fluid was excessive 
and the odor very offensive. In the course of the 
disease three abscesses developed in the neck, two 
of which were opened externally and one in the 
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mouth. There was complete facial paralysis, 
paralysis of the right vocal band, and great difficulty 
in swallowing. Hearing was not lost, and at no 
time were the glands of the neck much enlarged or 
tender. The patient grew rapidly worse after 
surgical interference and died; this has been the 
usual course followed by most of the cases that 
have been reported in the literature. An autopsy 
was made and the tissues re-examined, confirming 
the antemortem diagnosis. 

In such cases cures can only be accomplished by 
an early diagnosis followed by an early exenteration 
of the cancerous growth. James J. Kine. 


Hovell, M.: Gastro-Intestinal Sepsis, a Cause of 
Méniére’s Symptoms. Med. Press & Circ., 1917, 
civ, 408. 


In this discussion of Méniére’s symptoms, the 
author confines himself to those attacks of dizziness 
and tinnitus which occur in patients suffering from 
middle ear disease, and which appear without appar- 
ent reason, in contradistinction to the same symp- 
toms produced by true Méniére’s disease, hamor- 
rhage in the labyrinth, as well as those due to 
syringing the ear; to rotation of the patient; to an 
extension of suppuration to the labyrinth; to an 
acute disease from inflammation or infective pro- 
cesses extending to it; to vasomotor disturbances 
which accompany the menopause; or to obvious 
causes. 

The manner in which gastro-intestinal sepsis pro- 
duces these symptoms is by the associated conges- 
tion of the pharynx and nasopharyngeal catarrh, 
with consequent closure and catarrh of the eusta- 
chian tubes. 

Treatment is directed to the gastro-intestinal tract 
as well as local measures to the nasopharynx and 
the eustachian tube. In addition to inflation, the 
author injects into the tubes through the catheter 
a few drops of collosol argentum, or collosol iodin, 
in the form of a spray. The same medicine is 
_ sprayed into the nasopharyngeal mucosa. 

The author states that this method has been most 
successful in relieving tinnitus due to any cause, 
even where deafness remains. Orto M. Rort. 
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Jones, J. L.: Postgrippal Otitis Media. J. Ark. M. 
Soc., 1917, Xiv, 101. 


The gravity of the complications of grippe is 
emphasized by the author. There is always un- 
certainty regarding just the condition in which the 
disease will leave his patient. 

The ear complication of grippe is especially 
dangerous and demands early attention, such as 
incision of the drum membrane at the first sign of 
redness, pain, or bulging. After the incision is made, 
the treatment consists in maintaining continuous 
drainage and keeping the canal clean by means of 
irrigations with a saturated boric acid solution. 

James J. Kine. 


Caliceti, P., and Vaglio, R.: The Enterococcus as 
the Cause of Endocranial Complications of 
Otitic Origin (L’enterococco causa di gravissime 
complicanze endocraniche  d’origine  otitica). 
Policlin., Roma, 1917, xxiv, sez. chir., 450. 

It is known that the enterococcus described by 
Thiercelin may give rise to acute purulent infections, 
but it has not been recognized that this agent could 
provoke tympanic suppurations and be the cause of 
grave endocranial complications of the otitic region. 
The authors give the details of three cases of this 
kind observed in soldiers, in all of which they isolat- 
ed an organism which by its cultural and other 
characters is in every way identical with Thiercelin’s 
enterococcus. 

From the study of these cases and the findings of 
other investigators they conclude: 

1. In some cases of purulent meningitis and 
thrombophlebitis of otitic origin a germ identical 
with the enterococcus can be found. 

2. The endocranial complications due to the en- 
terococcus which were constantly observed in the 
authors’ cases ran a violent course and rapidly 
resulted in death, from which it may be inferred 
that the microbes are especially virulent. 

3. In many tympanic suppurations, it is probable 
that the eterococcus cannot be excluded. In such 
cases there is a tendency for complications to occur 
which are often grave and fatal. 


W. A. BRENNAN. 
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Patterson, N.: Operations on the Nasal Sinuses 
Carried Out Through a Temporary Opening 
in the Septum. Brit. M. J., 1917, ii, 513. 


The author has employed several methods of 
operating through the septum. 


The first and simplest plan is by an oblique in- - 


cision through the whole thickness of the septum, 
beginning above, one-half inch behind the nasal 
orifice and extending down and back to the length 
of about three-quarters of an inch. If one ethmoid 
only is to be operated upon, the incision through the 
septum is made slanting so that the opening through 
the septal mucosa on the side to be operated upon 
occurs slightly posterior to that on the other side. 
If both ethmoids are to be operated upon, the septal 
incisions are made at right angles to the cartilage. 
The objection to this simple method is the resist- 
ance offered by the septal cartilage. 

The second method described consists in making 
a swing door by two incisions through the whole 
thickness of the septum extending backward from 
either end of the primary incision. 

The third procedure described and the one pre- 
ferred by the author consists in performing a pre- 
liminary submucous resection ten days or more 
before the ethmoid operation. At the time of per- 
forming the preliminary submucous operation, 
polypi if present are removed as well as the middle 
turbinates. 

This trans-septal method of attacking the 
ethmoids has the advantage of bringing the opera- 
tive area under more direct inspection than when 
operating through the corresponding _ nostril. 
Whether, however, the advantages are sufficiently 
great to recommend it remains to be decided by 
future reports. Orto M. Rort. 


Stauffer, N. P.: Transplantation of the Tibia 
for Nasal Deformity. Penn. M.J., 1917, xxi, 26. 


The author prefers transplantation of the tibia 
to that of the rib, because in the latter procedure 
there is danger of producing pleurisy, pneumonia, 
and even of causing death. 

A curvilinear incision is made between the eye- 
brows, with the convexity downward. The perios- 
teum is then cut higher up than the skin incision 
and loosened above, then turned back from the 
nose on the bridge below. The skin is dissected over 
the nose by means of Freer’s septal dissectors and a 
piece of tibial bone is inserted under the skin to the 
tip of the nose and the upper end inserted under 
the upper portion of the periosteum of the fore- 
head, to which the periosteum of the transplant is 


sutured. The skin is closed with fine horsehair 
stitches and a gauze padding placed over the nose. 
Orro M. Rort. 


THROAT 


Roy, D.: Epithelioma of the Posterior Pharyngeal 
Wall Cured with the Electrocautery. Med. 
Times, 1917, xlv, 313. 

The author reports briefly a very interesting case 
of epithelioma of the pharynx cured by one applica- 
tion of the electrocautery. The patient was a wom- 
an 27 years old, with a negative previous and family 
history. She had suffered for three months with a 
soreness and throbbing in her throat. Continuous 
treatment was without result. 

Examination showed a rounded ulcer on the 
posterior pharyngeal wall at the center, one-half of 
which was hidden by the soft palate; it was a dirty 
gray in appearance, with sharply defined edges, 
about half an inch in diameter, and extended as 
deep as the superficial aponeurosis. A piece excised 
proved it to be an epithelioma. 

The treatment consisted in its removal with the 
electrocautery point well outside the edges. No 
reaction and no discomfort followed its removal. 
The area healed perfectly after one application. 
Three years have elapsed since the removal of the 
epithelioma and there has been no recurrence. 

James J. Kine. 


Mortimer, J. D.: The Probable Causes of Fatalities 
at the Tonsil-Adenoid Operation. Practitioner, 
Lond., 1917, xcix, 482. 

The fatalities may be due to: 

1. Faulty administration of the anesthetic 
because of: (a) failure to select the appropriate 
anesthetic; (b) lack of knowledge, so that a deep 
anesthesia is mistaken for a light one; (c) failure 
to maintain a free air passage and to watch the 
respiration and circulation; (d) failure to regulate 
or change the anesthetic when circumstances 
alter; (e) overdosing, absolutely or relatively. Of 
these causes, (a) and (c) are more common than (e). 

2. Respiratory obstruction, due to the location 
of the operative field just above the air passage. 

3. Shock. 

4. Hemorrhage. 

Status lymphaticus is considered as more of an 
idiosyncrasy; the author thinks many reported 
cases could have been otherwise explained. 

As to treatment, the head should be lowered, the 
face sponged with cold water, the air passage 
cleared, either by swabbing, maintaining firm 
intermittent pressure on the back of the chest, by 
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artificial respiration, or even tracheotomy. Finger 
pressure over the trachea and larynx through the 
skin is also suggested as a feasible means of express- 
ing blood clots. Massage of the heart may be useful. 
Otto M. Rorrt. 


Campbell, R. A.: Tonsillectomy; Some Indications 
for and Some Observations on the Operation. 
J.-Lancet, 1917, xxxvii, 634. 

The generally accepted indications for tonsillec- 
tomy are mentioned. With regard to the position 
of the patient, the author prefers the side position 
for the following reasons: 

1. The tongue can be depressed on that side. 

2. The thighs and legs are flexed as in the sitting 
posture. 

3. The trunk and head are in the same relative 
position as while sitting. 

4. The head is tipped backward, the side of the 
head resting on a sand-bag and the operator sitting 
with his head on a level with the patient. 

5. This position when properly used affords 
relaxation to the throat muscles so that when the 
tonsil is grasped, it can be moved in any direction. 

Otro M. Rort. 


MOUTH 


Graves, S.: A Case of Adamantinoma Showing 
Epithelial Pearls. Am. J. M. Sc., 1917, xliv, 313 


The majority of neoplasms arising from em- 
bryonic structures of the teeth are odontomata. 
Mallory recognizes three types: 

1. The follicular cyst. 

2. The adamantinoma, branching masses of 
epithelial cells of which some correspond to adaman- 
toblasts and others form the enamel pulp. , Those 
cells in the enamel pulp rarely form definite epithe- 
lial pearls. The adamantinomata do not produce 
metastases but often cause much local disturbance. 

3. The odontoma, produced by the conversion 

of fibroblasts into odontoblasts. 
Adamantinoma develops from epiblastic cells 
which normally produce adult enamel, while 
odontoma arises from mesoblastic odontoblasts 
which normally differentiate into dental pulp, 
dentine and cement. 

Between the outer and inner layers of enamel 
cells is the enamel pulp consisting of epithelial 


cells whose protoplasmic reticulum sometimes 
accumulates excessive secretion with abnormal 
coalescence of spaces, giving rise to cystic tumors 
filled with gelatinous material. Larger cysts are 
formed in the stroma of such tumors surrounded 
with cylindrical cells. ‘These two kinds of cysts 
are characteristic of the cystic adamantoblastoma.” 

In the microscopic picture of the adamanto- 
blastoma the cysts are in the stroma lined with 
cylindrical epithelium whose nuclei are in the 
opposite ends from the cyst. 

The author reports the case of a negro boy sixteen 
years old. A growth began as a swelling of the 
gum one year before he entered the hospital; its 
development was gradual and painless. The tumor 
was removed from the superior maxilla and sent 
to the laboratory with the clinical diagnosis of 
osteosarcoma. 

The microscopic diagnosis was adamantinoma 
developing from adamantoblasts showing epithelial 
pearls. Five months after operation there was no 
sign of recurrence. P. Hammon. 


Amorosi, P.: A Case of Primary Tubercular Ulcer of 
the Tongue Un caso di ulcera tubercolare primi- 
tiva della lingua). Riforma med., 1917, xxxiil, 798. 


From the clinical and anatomicopathologic point 
of view lingual tuberculosis may assume one of 
three distinct forms: a tubercular ulcer, a tuber- 
culoma, or a cold abscess. Of the three forms the 
tubercular ulcer is the most frequent. The author 
relates a case in a man of 35 years with a tuberculous 
family history. The ulcer was on the left margin of 
the tongue. The author excised the left antero- 
lateral portion of the tongue containing the ulcer. 
The patient made an uneventful recovery and left 
the hospital in perfect condition. Pathological ex- 
amination of the ulcer showed that it was lingual 
tuberculosis with a positive finding of Koch’s 
bacillus. 

The author thinks that the infrequency of tuber- 
cular lesions in the tongue is due to two factors: 
(1) the particular resistance of the lingual mucosa 
to the direct penetration of the tubercular bacillus; 
and (2) the natural resistance which all striated 
muscles offer to  bacillary localization. Most 
writers find a concomitance of tubercular lesions in 
the respiratory apparatus. This was not found in 
the present case, W. A. BRENNAN. 
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